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Abstract 
Introduction 
Spinal cord injury (SCI) remains a much-dreaded medical condition and to date, a complete 
cure remains elusive. Most persons with SCI require wheelchair assistance for mobility and 
may experience complications such as bowel and bladder incontinence, pressure ulcers, 
neuropathic pain and mental health problems, such as depression. It affects multiple body 
structures and functions resulting in significant activity limitations and reduced participation. 
Gainful employment for persons with SCI has been associated with enhanced quality of life and 
subjective well-being and has also been found to be inversely related with risk of mortality. 
Individuals with SCI have ranked participation in employment and economic self-sufficiency 
as being of great importance and priority. However, to date, there is a paucity of evidence of 
effective interventions to improve employment participation of persons with disabilities, such 
as SCI. Early integrated vocational rehabilitation in the hospital settings has been presented as 
potentially promising. However, vocational rehabilitation is not generally provided during the 
hospitalisation period following SCI in many places including the state of New South Wales 
(NSW), Australia. 
Inspired by the success of an early inpatient vocational intervention program (called 
Kaleidoscope) among individuals with SCI in New Zealand, a similar program was therefore 
initiated and funded by icare lifetime care (a state government statutory authority in NSW) and 
jointly developed with input from multiple local stakeholders and the Kaleidoscope team.  It 
was offered to all inpatients with identified vocational goals at all the three SCI units in Sydney 
over a two-year (2011-2013) period and was provided by four vocational coordinators (with 
allied health background), trained by the Kaleidoscope team.  The program was to promote 
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early positive expectations regarding work, provide vocational counselling and incorporate 
realistic work-related goals into the patients’ overall rehabilitation program, aiming for eventual 
enhanced vocational participation.  
The research team of which I was part, led by my two PhD supervisors was commissioned to 
evaluate the overall effectiveness of this program from multiple perspectives to answer the main 
question being should such services be funded and provided as part of the ongoing inpatient 
SCI rehabilitation program in NSW, Australia. Specifically, we sought to answer three key 
questions related to context, process and outcomes of the program namely; is early vocational 
intervention appropriate for newly injured individuals with SCI, particularly with regards to 
concerns about adjustment? (context); can vocational intervention services be integrated and 
provided by vocational coordinators working within an inpatient multi-disciplinary SCI 
rehabilitation setting? (process); and lastly will early intervention improve employment 
outcomes and what are the cost implications? (outcome) 
 
Methods  
It is crucial to highlight that participation in the early intervention program was distinct from 
participation in the evaluation of the program. The vocational service provision occurred 
naturally, in that it was incorporated as part of the day to day inpatient rehabilitation activities, 
while the evaluation of the program ran as a parallel research activity, being a 2-year 
prospective cohort study. Additionally, this cohort of inpatient participants was selected (based 
on medical and psychological status) to participate in the program by the multidisciplinary 
rehabilitation team with the participants themselves having identified vocational and or 
educational goals.  
This evaluative research employed both qualitative and quantitative methods as appropriate to 
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answer the above three questions. For the quantitative outcomes, all program participants with 
recent onset SCI (less than 6 months) and conversant in English (not requiring interpreter 
service) were invited to participate in the evaluation upon enrolment in the program. Informed 
consents were obtained from willing participants followed by baseline interviews consisting of 
questionnaires eliciting demographic details and other work-related information. These 
participants were subsequently followed-up at 12 and 24 months from the time of injury (either 
by post, email or phone) to ascertain their long-term paid employment outcomes.  
The qualitative methods included focus group discussions and in-depth interviews to facilitate 
understanding into context and process of the early intervention from the various stakeholders’ 
perspectives. Thirteen participants (individuals with SCI, selected by accessibility) as well as 
all the four vocational coordinators involved in the service provision were interviewed 
individually using a semi-structured approach, exploring perspectives and perceptions about 
the early and integrated VR services. Additionally, a total of twenty-five medical and allied 
health staff working in the three participating SCI units also took part in three focus group 
discussions. Transcripts of all these interviews were created via audio recordings, transcribed 
verbatim, and the contents were analysed thematically.  
 
Results 
Overall, the early intervention vocational rehabilitation program was well implemented in the 
inpatient setting, was well received and viewed positively by patients, the service providers 
(VCs), as well as the SCI unit staff. Provision of hope (early after injury), with a sense of 
direction and distraction, advocacy, and support emerged as key strengths of the program. Many 
benefits were seen for VCs working within a multi-disciplinary team in the hospital settings 
chiefly providing and promoting vocationally oriented therapy and forming the link or bridge 
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with external entities such as employers and educational institutions. Timing of service 
provision was not the overarching issue given the optional and voluntary nature of the 
intervention. The counselling role was perceived as eminent while role conflict was not an issue 
given the differing focus and priorities of other rehabilitation team members. There were a few 
identified weaknesses of implementation of the early intervention program, including patient 
selection, timing of intervention especially with regards to patients’ readiness, uncertain 
prognosis and other competing interests.    
The program itself, averaged about 14 weeks in duration and 14 hours of contact (per inpatient 
participant), predominantly involving pre-vocational assessment and counselling with the 
overall cost of the early intervention program being AUD$707,572. Over the two-year trial 
period (2011-2013), about half (n=168/328) of the inpatient population with SCI participated 
in the early intervention program and 100 inpatients (57 with traumatic SCI) consented for the 
quantitative evaluation. There were 87 persons employed pre-injury and at the completion of 
the program (which extended to about an average of 4 weeks after hospital discharge) 34% 
(n=29/84) have returned to work. This percentage gradually improved over time to 41% 
(n=33/80) and 55% (n=43/78) at 12 and 24 months, respectively. There were no significant 
demographic, injury-related or other predictors of RTW identified at all the various time points, 
except being in employment at 12 months was strongly associated (p<0.01) with working at 24 
months potentially suggesting employment maintenance and stability.  
 
Conclusions 
The research suggests that implementing an early vocational rehabilitation program with 
individuals in the hospital setting is feasible, given it was perceived to be appropriate and was 
successfully implemented in the inpatient settings. Vocational rehabilitation provided during 
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inpatient rehabilitation not only appears important and valuable from patients’ perspectives, 
early engagement also resulted in feelings of hope and encouraged patients to see the possibility 
of returning to work or education very early after injury, and it also allowed rehabilitation to be 
directed accordingly. The key nature of service provision being patient centred and paced, 
within the context of a supportive SCI rehabilitation team seemed to engender much optimism 
which is salient for newly-injured individuals with SCI in the hospital settings.  
However, this evaluation has also identified that there is room for improvement particularly in 
the areas of identifying key ingredients of the intervention, patient and relevant outcomes 
selection, assessing readiness for intervention and the need for better counselling skills for 
service providers given the complexity of dealing with newly injured individuals. It must also 
be acknowledged, that given the overall inpatient population with SCI, the participation rate is 
modest (51%). Additionally, the duration and intensity of services (average about 1 hour per 
week per participant for 14 weeks) are also not intense, likely due to many other competing 
interests in the inpatient context.  
The vocational outcomes of this selected cohort, (though better than rates ever achieved in the 
past in NSW, Australia) is still not overly impressive (55% with paid employment at 2 years 
out of 51% who participated) given the low participation rate. However, it is likely to be 
beneficial (from many stakeholders’ perspectives) if overall participation (beyond paid 
employment and include activities such as leisure and voluntary work) is taken as the desired 
outcome of intervention, for future evaluations.   
In conclusion, early vocational intervention appears appropriate for newly injured individuals 
with SCI and is likely to improve paid employment outcomes in the longer term (2 years or 
more). The services can be integrated within an inpatient multi-disciplinary SCI rehabilitation 
setting, being provided by vocational coordinators with enhanced counselling skills. The paid 
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employment rates overall are modest given low participation rate, and perhaps future goals for 
intervention ought to include all manners of participation, both paid and unpaid. 
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Glossary 
Spinal Cord The major organ through which motor and sensory information as well 
as the autonomic nervous system travels between the brain and body. It 
is divided into cervical, thoracic, lumbar and sacral segments, moving 
from the part closest to the brain (cephalad), downwards (caudal). 
Spinal Cord 
Injury (SCI) 
Damage to the spinal cord from traumatic and non traumatic causes, 
resulting in changes to its function, either temporary or permanent. 
These changes translate into loss of muscle function, sensation, or 
autonomic function in parts of the body served by the spinal cord below 
the level of the lesion.  
Spinal Cord 
Injury Unit 
Specialised inpatient unit that focuses on the rehabilitation of patients 
with SCI after the acute phase 
Traumatic SCI Any injuries to the spinal cord that is caused by trauma or damage 
resulting from the application of an external force of any magnitude, e.g. 
in the event of road traffic crashes, falls or acts of violence. 
Non-traumatic 
SCI 
Any damage to the spinal cord from a non-traumatic cause, e.g. 
congenital/genetic malformations such as spina bifida or acquired 
damage caused by infection, loss of blood supply (infarction), 
compression by a cancer or tumour. 
Tetraplegia (preferred to ‘quadriplegia') This term refers to impairment or loss of 
motor and/ or sensory function in the cervical segments of the spinal 
cord. Tetraplegia results in impairment of function in the arms as well as 
typically in the trunk, legs and pelvic organs, i.e., including the four 
extremities. 
Paraplegia This term refers to impairment or loss of motor and/or sensory function 
in the thoracic, lumbar or sacral (but not cervical) segments of the spinal 
cord. With paraplegia, arm functioning is spared, but, depending on the 
level of injury, the trunk, legs, and pelvic organs may be involved. 
American 
Spinal Injury 
Association 
(ASIA) 
The premier North American organization in the field of Spinal Cord 
Injury Care, Education, and Research.  
Publishes the International Standards for Neurological Classification of 
Spinal Cord Injury (ISNCSCI) which is a neurological exam widely used 
to document sensory and motor impairments following spinal cord 
injury. The ASIA assessment is the gold standard for assessing spinal 
cord injury.  
The assessment chart (with diagrams of body parts) attached in 
Appendix 1 
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Neurological 
Level of Injury 
(NLI) 
Refers to the most caudal segment of the spinal cord with normal 
sensory and motor function on both sides of the body. It can be any of 
the levels below, according to the different segments of the spinal cord: 
Cervical (8 levels): C1-C8 
Thoracic (12 levels): T1-T12 
Lumbar (5 levels): L1-L5 
Sacral (5 levels): S1-S5 
ASIA 
Impairment 
Scale (AIS) 
Designations (A, B, C, D & E) used in grading the degree of spinal cord 
injury based on a systematic neurological examination of motor (muscle 
strength) and sensory (pin-prick and touch sensations). 
Grade A Complete spinal cord injury. No sensory or motor function is preserved 
in the sacral segments S4-S5. 
Grade B Sensory Incomplete spinal cord injury. Sensory but not motor function is 
preserved below the neurological level and includes the sacral segments 
S4-S5, and no motor function is preserved more than three levels below 
the motor level on either side of the body. 
Grade C Motor Incomplete. Motor function is preserved below the neurological 
level, and more than half of key muscles below the single neurological 
level of injury have a little muscle strength (even a flicker). 
Grade D Motor Incomplete. Motor function is preserved below the neurological 
level and at least half (half or more) of key muscle functions below the 
NLI have good muscle strength. 
Grade E Normal. If sensation and motor function as tested are graded as normal 
in all segments, and the patient had prior deficits, then the AIS grade is 
E. Someone without a SCI does not receive an AIS grade. 
Complete Injury (=Grade A) This term is used when there is an absence of sensory and 
motor function in the lowest sacral segments S4-S5 (anal mucocutaneous 
junction). 
In a complete spinal injury, all functions below the injured area are lost, 
whether or not the spinal cord is severed.  
Incomplete 
Injury 
This term is used when there is preservation of any sensory and/or motor 
function below the neurological level of injury that includes the lowest 
sacral segments S4-S5 (anal mucocutaneous junction). Includes Grades 
B, C and D 
International 
Classification of 
Functioning, 
Disability and 
Health (ICF) 
A World Health Organisation classification that provides a standard 
language and conceptual framework for the description of health and 
health-related states of functioning associated with the experience of 
health conditions. 
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Functioning An umbrella term for body functions, body structures, activities and 
participation (in the ICF). It denotes the positive aspects of the 
interaction between an individual (with a health condition) and that 
individual’s contextual factors (environmental and personal factors). The 
term ‘function’ refers only to the functions of the body. 
Impairment In the ICF, a significant deviation in body structure or physiological 
function of body systems (including mental functions), based on 
statistical population norms. 
Means testing An official investigation into a person's financial circumstances to 
determine their eligibility for state assistance 
Basic Income A form of social security in which all citizens or residents of a country 
regularly receive an unconditional sum of money, from a government 
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CHAPTER 1: INTRODUCTION 
1.1 Introduction 
 
Spinal cord injury (SCI) affects a person’s physical, social, and psychological well-being and 
places a substantial burden on families, communities and health care systems. It commonly 
affects multiple body structures and functions resulting in significant activity limitations and 
reduced community participation (Krause, Clark, & Saunders, 2015; Noreau, Noonan, Cobb, 
Leblond, & Dumont, 2014; Rubinelli, Glässel, & Brach, 2016; Ruoranen, Post, Juvalta, & 
Reinhardt, 2015). Common disabling impairments resulting from SCI include paralysis of 
limbs, incontinence of the bowel and bladder, sexual dysfunction, chronic pain, pressure ulcer 
as well as mental health issues such as anxiety, depression and suicide (Craig et al., 2015; 
Kennedy & Garmon-Jones, 2017; Ottomanelli & Goetz, 2016; Ragnarsson, 2012).  
 
The life changing impact of SCI is reflected in the words of an individual (study participant) 
with recent onset SCI; 
 “....it’s an unexpected situation. And, being an unexpected situation, you have to deal 
 with the emotion and to deal – and, try to organise your life from one day to the other 
 in a totally different way...”   
 
Spinal cord injury has been defined to encompass “all lesions to the structures of the spinal cord 
including the conus medullaris and cauda equina” (WHO, 2013). The cause of SCI can be either 
traumatic (such as motor vehicle crash or fall) or non-traumatic (such as from a tumour or 
infection). The extent and severity of sensory, motor and autonomic loss from SCI depends not 
only on the level of injury, but also on whether the lesion is “complete” or “incomplete” as 
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defined by the International Standards for Neurological Classification of SCI, using the 
American Spinal Injury Association (ASIA) Impairment scale (AIS) (Kirshblum et al., 2013). 
  
Cure for SCI, obviously a most desired outcome, remains elusive at the moment although 
certain interventions seem to show some promise, including spinal cord stimulation (Minassian 
& Hofstoetter, 2016) and stem cell treatment (Dalamagkas, Tsintou, & Seifalian, 2018; Ramer, 
Ramer, & Bradbury, 2014; Williams, 2014). The prognosis for functional recovery, such as 
walking, in general improves with greater degrees of ‘incompleteness’ of the injury, such that 
those with complete injuries (AIS grade A) rarely walk while individuals with motor incomplete 
injuries (AIS grades C and D) may very likely become community ambulators by the first year 
post injury (Burns, Marino, Flanders, & Flett, 2012; Scivoletto, Tamburella, Laurenza, Torre, 
& Molinari, 2014). On the other hand those with the highest levels of neurological injury such 
as cervical levels C1 to C4 are likely to be dependent even for basic activities of daily living 
(Burns et al., 2012). 
 
The prevalence of (traumatic) SCI globally is reported to range widely between 236 to 4187 
per million population with the global incidence rate (in 2007) being estimated at 23 cases per 
million (Lee, Cripps, Fitzharris, & Wing, 2014). In comparison to this overall global estimate, 
the incidence rate in Australia was estimated at a lower 15 cases per million population. While 
the prevalence has been estimated to be more than 681 persons per million of population and it 
was anticipated that the number of people with SCI could increase to nearly 12 000 by 2021 
with more older people with SCI due to the ageing of the population (O'Connor, 2005). Another 
recent study estimated higher traumatic SCI incidences up to 32.3 per million population per 
year in Australia and the derived prevalence rates ranging from 490 per million population up 
to 886 per million population with the highest prevalence being in male persons aged 46 to 60 
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years (New, Baxter, Farry, & Noonan, 2015).  
 
With the population ageing in Australia, non-traumatic SCI is also expected to increase 
substantially in the coming decades (New, Farry, Baxter, & Noonan, 2013). These changing 
demographics of SCI are anticipated to impact use of resources and health care planning, 
especially regarding specialist inpatient spinal cord injury rehabilitation, community services, 
carer supports and residential care (New et al., 2013; O'Connor, 2005). Advancements in 
medical care and technology have contributed to improved early survival for individuals with 
SCI, particularly over the first two years after SCI (Middleton et al., 2012; Strauss, DeVivo, 
Paculdo, & Shavelle, 2006; Van Den Berg, Castellote, de Pedro-Cuesta, & Mahillo-Fernandez, 
2010). Unfortunately long-term survival has not changed over the past 30 years (Shavelle, 
DeVivo, Brooks, Strauss, & Paculdo, 2015) and secondary medical complications such as 
pressure ulcers and socioeconomic factors such as lower education and income levels have been 
found to be significantly predictive of earlier deaths among individuals with SCI (Krause, Cao, 
DeVivo, & DiPiro, 2016).  
 
The Australian universal health care system is a mixture of public and private sector health 
service providers and a range of funding and regulatory mechanisms involving the federal 
government, the state and territory and local governments, private practitioners as well as for-
profit and non-profit organisations and voluntary agencies (Willis, 2009). The financial cost 
associated with SCI is very high, whereby the lifetime cost across Australia per incident case 
of SCI was estimated to be $5.0 million per case of paraplegia and $9.5 million per case of 
tetraplegia, with the greatest portions borne by the state government (44.0%), individuals 
(40.5%) and the federal government (10.6%) (Access Economics, 2009). SCI also entails costly 
hospital care and high risk of hospital-acquired illness. An Australian study by analysis of 
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administration database found that admissions costed between (mean) $A10,102 and $A43,410 
depending on whether there were associated complications (New & Jackson, 2010).  
 
Funding for medical care following road traffic crashes can be provided through third party 
insurance. An example of this is the icare lifetime care scheme, run by a state government 
statutory authority called icare (Insurance & Care NSW). icare is made up of several schemes 
that deliver insurance and care services to the people of NSW, including the icare lifetime care 
scheme which funds all reasonable and necessary treatment, rehabilitation and care of people 
severely injured in a motor accident in NSW. This NSW Government scheme is funded by a 
levy on the compulsory motor vehicle third party insurance. The scheme has been running since 
1 October 2006 for children under 16 and since 1 October 2007 for adults.1  
 
As for service provision, in the state of New South Wales (NSW) Australia, the State Spinal 
Cord Injury Service (SSCIS), a network of state-wide acute, rehabilitation and community 
services are responsible for the continuum of care and management of adult and children who 
have sustained a spinal cord injury because of trauma or from a non-progressive disease 
process. Progressive conditions such as demyelinating, degenerative and metastatic lesions are 
not the province of the spinal service.2 Essentially SSCIS provides the necessary services while 
the funding can come from a variety of sources including the icare lifetime care scheme. 
 
  
                                                 
1 www.lifetimecare.nsw.gov.au  /accessed 8 March 2018. 
2 https://www.aci.health.nsw.gov.au/networks/spinal-cord-injury /accessed 8 March 2018. 
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1.1.1 The problem statement  
 
One of the issues of concern being noted by the icare lifetime care scheme is the overall poor 
long-term employment participation among scheme participants with SCI. icare lifetime care 
scheme is run by a state government statutory authority called icare (Insurance & Care NSW) 
and it pays for the reasonable and necessary treatment, rehabilitation and care of people who’ve 
been severely injured in a motor accident in NSW. A retrospective record review conducted by 
a team of researchers (including this author), revealed that out of 71 scheme participants with 
traumatic SCI (due to compensable causes) only 18 (25%) were working at 2 years post-injury 
and improving only slightly to 22 (31%) at 5 years.3 Many recent reviews (Lidal, Huynh, & 
Biering-Sorensen, 2007; Ottomanelli & Lind, 2009; Young & Murphy, 2009) have also 
highlighted the ‘low’ employment rates following SCI with the average rate of any paid 
employment being approximately 30%.  
 
In the last few decades there have been much concern and discussion about the lack of 
employment among certain segments of the society, such as among people with disabilities 
(WHO, 2011), both in Australia (Cai & Gregory, 2004), as well as in many other developed 
nations such as the United States, the United Kingdom, Norway, Netherlands and Sweden 
(Ekholm & Ekholm, 2009; Krokstad, Johnsen, & Westin, 2002; Mont, 2004; OECD, 2010). 
These discourses overall, view the problem (mainly) in the context of the increasing costs of 
welfare provision and therefore the need for programs (activation measures) to help assist, 
encourage and support individuals to attain employment outcomes (Burkhauser, Daly, & 
Lucking, 2013; Burkhauser, Daly, McVicar, & Wilkins, 2014; Chamberlain, 2007; Morris, 
                                                 
3 https://www.researchgate.net/publication/304129119_NSW_Australia_Lifetime_Care_and_Support_Scheme_-
_Two_year_outcomes_of_participants_with_severe_spinal_and_brain_injuries / accessed 8 March 2018. 
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2015).  
 
1.1.2 The potential solution  
 
Vocational rehabilitation (VR) is whatever helps someone with a health problem to stay at, 
return to and remain in work (Waddell, Burton, & Kendall, 2008). The International Labour 
Organisation (ILO) considers it the continued and coordinated process of rehabilitation which 
involves the provision of those vocational services, e.g. vocational guidance, vocational 
training, and selective placement, designed to enable a disabled person to secure and retain 
suitable employment and these services are much encouraged and have even been made 
compulsory in some countries (Mont, 2004; O’Reilly, 2003).  
 
Despite the known importance of employment for individuals with disabilities, such as  SCI, 
there is a lack of research into the effectiveness of interventions to improve these outcomes 
(Ottomanelli & Goetz, 2016). Early vocational rehabilitation interventions have been promoted 
to support positive employment outcomes (Demou et al., 2015; Iles, Wyatt, & Pransky, 2012; 
Kelly, 2014; Ottomanelli & Goetz, 2016; van Duijn et al., 2010; van Lierop & Nijhuis, 2006). 
However, vocational rehabilitation is generally not provided ‘early’, during the hospitalisation 
period following acute SCI, which also tends to be a lengthy period of time (Tooth, McKenna, 
& Geraghty, 2003).  
 
Traditionally, VR referrals are often made after completion of in-patient SCI rehabilitation via 
referral to outside providers or agencies. A key reason for this delay appears to be related to 
healthcare staff beliefs about readiness and motivation during the process of ‘adjustment’ for 
newly injured individuals with SCI. It has been reported (mostly anecdotally) that this can take 
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anywhere between 6 months to several years (Bergmark, Westgren, & Asaba, 2011; Bonanno, 
Kennedy, Galatzer-Levy, Lude, & Elfstrom, 2012; Kennedy, Lude, Elfström, & Smithson, 
2012; Sand, Karlberg, & Kreuter, 2009; Ville, 2005) during which discussion about returning 
to work or education (intrinsically linked to injury prognosis) may be felt to be inappropriate.  
 
A literature review revealed that the only available publications to date (to the best of the 
author’s knowledge) on early vocational rehabilitation provision within the inpatient SCI 
rehabilitation setting are from Victoria, Australia (Hilton, Unsworth, Murphy, Browne, & 
Olver, 2017) and Burwood, New Zealand spinal units.4 ‘Kaleidoscope’, an early intervention 
program set up in 2003 by the New Zealand Spinal Trust provides vocational rehabilitation far 
earlier than has previously been reported in spinal injury rehabilitation (80% of patients are said 
to be engaged within 3 weeks of acute spinal cord injury/illness). In 2015, the return to work 
rate for patients with SCI who have received Kaleidoscope services, either as an inpatient or as 
a community patient was reported to be 45% (348 persons in paid employment out of 770 
participants over a period of more than 10 years).5 However, the full outcomes of this novel 
program have not been published in any peer reviewed journals and the program has also not 
been formally evaluated, for example, from the perspectives of key stakeholders (Hay-Smith, 
Dickson, Nunnerley, & Anne Sinnott, 2013; Hilton et al., 2017).  
 
The early intervention vocational rehabilitation program in Victoria, Australia, was also in 
many ways inspired by the Kaleidoscope program and out of 97 participants with SCI admitted 
for inpatient rehabilitation with the state’s SCI trauma service between the years 2010 and 2013, 
60 were available for interview at the final time point (around 2 years post intervention) and 
                                                 
4 https://nzspinaltrust.org.nz/support/rehabilitation/kaleidoscope-background-and-overview/   
5www.communitymatters.govt.nz/vwluResources/WCMT.../WCMT-Melissa-Kelly.pdf  
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33% had achieved an employment outcome (Hilton et al., 2017). It was acknowledged that an 
important limitation of this research was the need for exploring the concepts of timing and 
adjustment in relation to returning to work that could deliver further insights into understanding 
the complexity of returning to work for people following SCI (Hilton et al., 2017). 
 
1.1.2.1 The ‘program’ 
 
Inspired by the reported (relatively) high RTW outcomes of the (Kaleidoscope) early in-patient 
vocational intervention program among individuals with SCI in New Zealand,6 a similar 
program was therefore initiated and funded by icare lifetime care and jointly developed with 
input from multiple local stakeholders and the Kaleidoscope team. All the key activities, events 
and timelines, including involved key stakeholders are outlined in Table 1 below. 
 
  
                                                 
6 Perriam A. Wheels in work. Australia New Zealand Spinal Cord Society Conference 2008. Australia New 
Zealand Spinal Cord Society: Christchurch, New Zealand, 2008. 
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Table 1. Activities, events, participants and timelines of the intervention and the evaluation 
ACTIVITY PARTICIPANTS / STAKEHOLDERS TIME 
Presentation of 
‘Kaleidoscope’ program’s 
vocational outcomes at 
ANZSCoS* Annual 
conference at Christchurch 
New Zealand (NZ) 
Representatives from icare lifetime care and 
various spinal units in New South Wales 
(NSW), Australia 
November 
2008 
Project planning & 
extensive stakeholder 
consultation 
(see attached project 
statement in Appendix C) 
Led by icare lifetime care, NSW, with 
representatives from: 
-NSW State Spinal Cord Injury Service 
-Spinal units, NSW  
-ParaQuad NSW# 
-Spinal Cord Injuries Australia (SCIA)^ 
2009 - 2010 
Public request for tender to 
provide early vocational 
services in spinal units in 
NSW (see Appendix G) 
icare lifetime care Jan 2011 
Signing of MoU to 
consolidate the partnership 
between the participating 
organisations.  
Moorong Spinal Unit, Royal Rehabilitation 
Centre, Ryde, Sydney 
Prince of Wales Hospital (POWH) Spinal 
Cord Injuries Unit, Randwick, Sydney 
Royal North Shore Hospital (RNSH) Spinal 
Cord Injuries Unit, St Leonards, Sydney 
Vocational Service Provider (VSP) – to be 
confirmed  
John Walsh Centre for Rehabilitation 
Research (JWCRR), The University of 
Sydney 
icare lifetime care of NSW 
March 2011 
 
 
 
7 applications were 
received, and CRS Australia 
was selected as the service 
provider  
icare lifetime care 
CRS Australia+ 
March 2011 
KCI to provide the training 
to CRS staffs based on the 
Kaleidoscope model in NZ 
icare lifetime care 
Kaleidoscope Consulting International 
October 2010 
– March 2011 
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(KCI) 
Program evaluation 
planning & ethics 
committee applications  
JWCRR October 2010 
to June 2011 
The  Program commenced  CRS Australia+ 
Moorong Spinal Unit, Royal Rehabilitation 
Centre Sydney, Ryde 
Prince of Wales Hospital (POWH) Spinal 
Cord Injuries Unit, Randwick 
Royal North Shore Hospital (RNSH) Spinal 
Cord Injuries Unit, St Leonards 
2nd June 2011 
and concluded 
on 30th May 
2013. 
 
The formal evaluation by 
JWCRR commenced 
JWCRR team 
1. Quantitative evaluation – Employment 
Survey / Questionnaire 
2. Qualitative evaluation 
In-depth interviews with: 
SCI participants & vocational 
coordinators 
Focus Group Discussions with:  
Spinal units staff 
2nd June 2011 
and concluded 
on 30th May 
2015. 
 
*ANZSCoS - Australian and New Zealand Spinal Cord Society 
# ParaQuad - Paraplegic and Quadriplegic Association of NSW is a not-for-profit member-
based association that aims to support people with a spinal cord injury to achieve their choices 
in life. 
^ SCIA - Spinal Cord Injuries Australia is a not-for-profit organisation working for people 
with spinal cord injury and similar disabilities providing community-based services to 
overcome barriers, achieve goals and live fulfilling personal, social and professional lives. 
+CRS Australia – Commonwealth Rehabilitation Service (see below for details) 
 
The early intervention was offered to all in-patients with identified vocational goals at all three 
SCI units in Sydney over a two-year (2011-2013) period and was provided by four vocational 
coordinators (with allied-health background), trained by the Kaleidoscope team. It was to 
promote early positive expectations regarding work, provide vocational counselling and 
incorporate realistic work-related goals into the patients’ overall rehabilitation program, aiming 
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for eventual enhanced vocational participation. It was also based on the premise that delay in 
provision of employment services until after the patient is discharged from (often lengthy) 
hospital stay might contribute to loss of pre-injury vocation or negative vocational outcomes (J. 
S. Krause, Terza, Saunders, & Dismuke, 2010). It was postulated that early provision of 
integrated vocational rehabilitation services in the hospital settings for newly injured 
individuals would be well received and result in better employment outcomes (not unlike the 
Kaleidoscope experience).  
 
The research team that I am a part of, led by my two PhD supervisors was commissioned to 
evaluate the overall effectiveness of this program from multiple perspectives to guide decision 
making about such services being funded and provided as part of the ongoing in-patient SCI 
rehabilitation program in spinal units in NSW, Australia. This thesis is a comprehensive 
evaluation of an early intervention vocational rehabilitation program provided to newly injured 
(less than 6 months) individuals with spinal cord injury (SCI) in the hospital setting by 
vocational coordinators working within a multi-disciplinary in-patient SCI rehabilitation team.  
 
Throughout the four years of my PhD, as a member of the project team, I was actively involved 
in the weekly PhD research and monthly project meetings and many other roles as well, such 
as complete quantitative and qualitative data analysis, report writing, conference presentations, 
responding to relevant policy submissions and ensuring the findings of the evaluation were 
published in timely manner. My PhD thesis is a comprehensive and in-depth evaluation of the 
early intervention program, including comprehensive review of the evidence base and literature 
support for the intervention, as well as the assumptions behind the implemented early 
intervention program (see Chapter 2: Literature Review). I will also be critically reviewing the 
design and methodology of the evaluation in the Discussion chapter, with the aim of informing 
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the interpretation of the evaluation’s findings as well as contributing to future research in this 
field. 
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Table 2. Program logic of the comprehensive evaluation of a vocational intervention program 
PhD THESIS examining: 
PROGRAM CAUSAL 
ASSUMPTIONS 
1. Employment is 
beneficial for health 
and wellbeing  
  
2. Early, integrated 
vocational 
rehabilitation provided 
soon after injury will 
be well accepted and 
improve employment 
outcomes  
PROGRAM FEATURES 
Early intervention 
 
Integrated service 
provision 
 
Hospital in-patient setting 
 
Trained vocational service 
providers 
 
EVALUATION METHODS 
IN-DEPTH INTERVIEWS 
 
FOCUS GROUP 
DISCUSSIONS 
 
EMPLOYMENT 
OUTCOME SURVEY 
PROGRAM 
EVALUATION 
CONTEXT 
 
PROCESS  
 
OUTCOMES 
 
The main aim of this thesis was to evaluate this early intervention program to primarily answer 
the key research question: Should vocational rehabilitation services be provided early after 
spinal cord injury in the hospital setting by vocational coordinators? Specifically, this 
evaluation aims to answer three key questions. These questions form the objectives of this thesis 
as well as the program’s overall evaluation objectives, and are as follows: 
 
1. Is early vocational intervention appropriate for newly injured (less than 6 months) 
individuals with SCI, particularly with regards to concerns about adjustment? (context) 
2. Can vocational intervention services be integrated and provided by vocational 
coordinators working within an inpatient multidisciplinary SCI rehabilitation setting? 
(process) 
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3. Will early intervention improve employment outcomes at one and 2 year from the time 
of injury and are there any cost efficiencies to be gained? (outcome) 
 
It is crucial to highlight that participation in the early intervention program was distinct from 
participation in the evaluation of the program. The vocational service provision occurred 
naturally, in that it was incorporated as part of the day to day inpatient rehabilitation activities, 
while the evaluation of the program ran as a parallel research activity. Additionally, this cohort 
of in-patient participants were selected (based on medical and psychological status) to 
participate in the program by the multidisciplinary rehabilitation team if the participants had 
identified vocational and / or educational goals.  
 
This evaluative research employed both qualitative and quantitative methods as appropriate to 
answer the above three questions. For the quantitative outcomes, all program participants with 
recent onset SCI (less than 6 months) and conversant in English (not requiring interpreter 
service) were invited to participate in the evaluation upon enrolment in the program. Informed 
consent was obtained from willing participants followed by baseline interviews consisting of 
questionnaires eliciting demographic details and other work-related information. These 
participants were subsequently followed-up at 12 and 24 months from the time of injury (either 
by post, email or phone) to ascertain their long-term employment outcomes.  
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1.1.3 Thesis overview 
 
This early intervention program was implemented in spinal units in Sydney, NSW 
predominantly based on the ‘success’ of a similar program in New Zealand (the Kaleidoscope 
program) and inherent within this approach are several assumptions which will be critically 
examined against the current literature in the literature review chapter (Chapter 2) of this thesis. 
The research methodology along with the important contexts of this project is outlined in 
Chapter 3, followed by the results (Chapter 4) and discussion and conclusions chapter (Chapter 
5). This evaluative research employed both quantitative and qualitative methods appropriate to 
the research questions as has been recommended (Campbell et al., 2000; Greene, Caracelli, & 
Graham, 1989; Moore et al., 2015a). Briefly, the context and process components were 
examined using qualitative methods of focus group discussions and in-depth interviews, while 
the outcome components were examined using standard quantitative methods, details of which 
are provided in the methodology sections in Chapter 3.  
16 
 
CHAPTER 2: LITERATURE REVIEW 
2.1 Introduction 
 
It is important to state at the outset that our research team was engaged to evaluate the 
effectiveness of an early intervention vocational program for newly injured individuals with 
spinal cord injury (SCI). The program was modelled after the ‘Kaleidoscope’ early intervention 
program in New Zealand, the outcomes of which were presented at the 2008 Australian & New 
Zealand Spinal Cord Society (ANZSCoS) annual scientific meeting.7 Ideally for any 
intervention, the assumptions and evidence underlying the intervention would be examined 
during the planning stage (i.e. prior to the implementation). However, due to the nature of the 
project and its development, this was conducted post-hoc, as a key component of this thesis.  
 
As part of a comprehensive evaluation of this program, the underlying assumptions and 
evidence for effectiveness of vocational rehabilitation in general, and the Kaleidoscope program 
upon which the program was modelled more specifically, will be examined in this Chapter, to 
answer the following questions:  
 
1. Is employment (in general) beneficial for health and wellbeing?  
2. Is employment beneficial generally for persons with disabilities (PWDs) and 
specifically for persons living with SCI?  
3. Can vocational rehabilitation improve employment outcomes? 
4. Can vocational rehabilitation improve employment outcomes for PWDs and 
                                                 
7 Perriam A. Wheels in work. Australia New Zealand Spinal Cord Injury Society Conference, 26–28 November 
2008, Christchurch, New Zealand. 
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specifically, for persons living with SCI? 
5. Can early vocational rehabilitation interventions improve employment outcomes of 
persons living with SCI? 
6. What is the evidence for the effectiveness of the ‘Kaleidoscope’ early intervention 
program? 
  
2.2 Examination of core project assumptions 
 
2.2.1 Is employment beneficial for health and wellbeing?  
 
The evidence for the association between unemployment and poor health (particularly mental 
health) is sufficiently robust to suggest causality (Frasquilho et al., 2016; Milner, Page, & 
LaMontagne, 2014; Nordt, Warnke, Seifritz, & Kawohl, 2015; Paul & Moser, 2009; Roelfs, 
Shor, Blank, & Schwartz, 2015). However, the same cannot be said for the reverse, whereby 
the findings are much more nuanced, with many factors coming into play such as quality of 
work, job security and health selection (poor health interferes with people’s prospects of 
returning to work). The social causation hypothesis suggests that employment leads to health 
benefits, and the social selection hypothesis proposes that health is a necessary condition for 
employment (Bartley, 1988). In other words, healthy people get and keep jobs more than 
unhealthy people do (Ross & Mirowsky, 1995). The causation effect may be of greater 
importance than the selection effect, but both mechanisms may interact and reinforce each other 
(Rueda et al., 2012).  
 
Three systematic reviews, one of 22 longitudinal studies, another of 33 prospective studies (of 
which 23 were of high quality) and a third one consisting of 18 longitudinal studies, including 
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one randomized controlled trial, have explored the relationship between employment status and 
health and found that overall employment and re-employment were positively associated with 
health (Hergenrather, Zeglin, McGuire-Kuletz, & Rhodes, 2015; Rueda et al., 2012; van der 
Noordt, Ijzelenberg, Droomers, & Proper, 2014). More specifically, strong evidence was found 
for a protective effect of employment on depression and general mental health but insufficient 
evidence was found for general health, physical health and  mortality due to lack of studies and 
inconsistent findings (van der Noordt et al., 2014). A very recent (2016) systematic review and 
meta-analysis aiming to assess the effects of re-employment programs with regard to health and 
quality of life among those with mental health problems found only a modest positive effect on 
the quality of life with no evidence for any effect on functioning and mental health (van Rijn, 
Carlier, Schuring, & Burdorf, 2016).  
 
An interesting study to determine the relationship between the psychosocial work environment 
and labour market experiences (including unemployment) on mental health among adults living 
with HIV found that poor quality employment (as assessed by having a high number of adverse 
psychosocial work exposures) was associated with a similar level of depressive symptoms as 
unemployment and recommended that policies to improve employment outcomes should take 
the quality of employment into account to maximize mental health benefits (Rueda et al., 2015). 
This was also the recommendation of a few other studies, establishing the importance of 
psychosocial job quality and job security for overall health particularly mental health 
(Butterworth, Leach, McManus, & Stansfeld, 2013; Butterworth et al., 2011; Kim & von dem 
Knesebeck, 2015). 
 
Retirement (from employment) is another interesting construct to look at, related to 
employment and health. An Australian nationwide research on mental health problems amongst 
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men and women during the transition from employment to retirement found that overall the 
prevalence of common mental disorders diminished across increasing age groups of men and 
women (Butterworth et al., 2006). However, amongst men aged between 45 to 49 years, those 
who have retired were significantly more likely to have a mental disorder relative to men still 
in the labour force, raising the question of social causation or selection between employment 
and health (Ross & Mirowsky, 1995).  
 
Given that the effect of retirement on physical as well as mental health seemed inconclusive, a 
recent systematic review of 22 longitudinal studies (11 of high quality) was conducted and 
found strong evidence for retirement having a beneficial effect on mental health. However, 
contradictory evidence was found for retirement influencing perceived general health and 
physical health. Also few studies examined the differences between blue- and white-collar 
workers and between voluntary, involuntary and regulatory retirement with regards to the effect 
of retirement on health outcomes (van der Heide, van Rijn, Robroek, Burdorf, & Proper, 2013). 
A French cohort study of self-rated health before and after retirement found that retirement-
related health improvement was found and was maintained throughout the seven-year post-
retirement follow-up period, except for those with a combination of high occupational grade, 
low demands, and high satisfaction at work, who showed no such retirement-related 
improvement (Westerlund et al., 2009).  
 
In conclusion, we are left with the conundrum of unemployment resulting in overall poorer 
health but employment and re-employment not necessarily improving health and confounding 
it further, retirement seems to render similar benefits as employment, depending on (among 
others) the work characteristics. Therefore, the question of whether it is better for an individual 
with SCI to return to employment or retire (with a disability pension) will perhaps need to be 
20 
 
carefully considered given other factors such as work identity, personal preference and 
circumstances such as age, perceived social support (Milner, Krnjacki, Butterworth, & 
LaMontagne, 2016), physical and mental health status and psychosocial quality of work. 
 
2.2.2 Is employment beneficial for persons with disabilities 
(PWDs) and specifically for persons living with SCI? 
 
A recent (2014) scoping review to explore existing literature on what work means to the work 
disabled following temporary or chronic unemployment revealed that work continues to be 
meaningful and important to the lives of those experiencing work disability and most people 
with disabilities want to work (Saunders & Nedelec, 2014). The benefits of employment range 
from financial independence, psychosocial well-being, source of meaning, identity, roles, social 
status, connection, contacts and support, self-esteem, opportunity to contribute to society, use 
of skills, structure (it provides to daily life) and the activity it promotes in other areas of life 
(Dowler, Richards, Putzke, Gordon, & Tate, 2000; Meade, Reed, Saunders, & Krause, 2015; 
Saunders & Nedelec, 2014; Waddell & Burton, 2006). The caveats though, are that ‘provided 
the risks of work are properly assessed and controlled, provided the demands of work are 
adjusted where necessary to match individual capacity and except with very specific adverse 
conditions and exposures’ (Waddell & Burton, 2006).   
 
Additionally, in the qualitative work of Ville, exploring returning to employment following 
SCI, it has been highlighted that perhaps a quick return to one’s professional activity in the 
same context as the one prior to the injury is an obstacle to biographical work (in relation to 
revisions of past meanings considered self-evident to the discovery of new values and images 
of self) (Ville, 2005) and occupation appropriation (Ville & Winance, 2006). Essentially, it 
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challenges the driving force behind the doctrine of early readjustment and the ingrained notion 
that there can be no true integration without productive work and perhaps more worryingly, 
suggest it’s likely to increase the pressures towards normalisation, the cost of which, can be 
considerable to the individuals concerned (Ville, 2005). 
 
In conclusion, it can be said that the benefits of employment for any one individual, including 
those with disabilities such as SCI, will be dependent (once again) on a myriad of factors that 
may not be self-evident upon a superficial and time limited assessment. The issues of 
temporality in rehabilitation process, existential disruption, identity shifts and biographical 
work have been discussed at length by many researchers (Papadimitriou & Stone, 2011; van 
Hal, Meershoek, Nijhuis, & Horstman, 2013; van Hal, Meershoek, de Rijk, & Nijhuis, 2012; 
Ville, 2005). The conflict between providing space and time while also needing to achieve 
‘appropriate’ outcomes (particularly economic ones) is one that will only intensify in the current 
medical and rehabilitation contexts in Australia (Kendall & Clapton, 2006; Kendall, 
Muenchberger, & Clapton, 2007). 
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2.2.3 Can vocational rehabilitation improve employment 
outcomes? 
 
Given that ‘vocational rehabilitation’ is the main intervention of this project it will be examined 
at length, exploring all the issues and concerns regarding the overall concept before proceeding 
to answer the above question. This is felt to be a crucial component of this thesis in so far as 
many deficiencies and challenges will be uncovered laying the foundation for subsequently, 
interpreting and understanding the program’s outcome components.  
 
2.2.3.1 Prelude: Vocational rehabilitation - chasing the black box of complex 
rehabilitation interventions   
 
There is neither a standard definition nor a consensus on what is vocational rehabilitation (VR). 
An interrelated issue is the lack of clarity on what differentiates medical rehabilitation from 
vocational rehabilitation interventions. Similarly, the return to work (RTW) construct, which 
can be an outcome as well as a process, has no widely accepted definition and the RTW process 
is essentially indistinguishable from VR (Marnetoft, 2015). Related to the issues raised above, 
therefore, is the difficulty in identifying the actual VR content or process and assessing their 
effectiveness. These issues are reviewed with reference to the literature and potential solutions 
to address them are discussed where appropriate. 
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2.2.3.2 Medical vs. vocational rehabilitation 
 
Medical rehabilitation has been defined as the health strategy aiming to enable people with 
health conditions experiencing or likely to experience disability to achieve and maintain optimal 
functioning in interaction with the environment (Stucki, Cieza, & Melvin, 2007). The World 
Health Organization’s International Classification of Functioning, Disability and Health (ICF)  
provides a framework based on Engel’s ‘bio-psycho-social’ model (Engel, 1977), for 
considering functioning and disability as a dynamic interaction between health conditions and 
contextual, personal and environmental factors (WHO, 2001). The ICF-based model of 
functioning can then be seen as a ‘macro’ theory underpinning a wide range of rehabilitation 
activities showing how change is achieved in rehabilitation and make specific predictions that 
can be empirically validated (Graham & Cameron, 2011).  
 
However, the complexities of rehabilitation interventions may require many different 
theoretical perspectives to be incorporated into the design and testing of treatment interventions 
and therefore two broad classes of theory, treatment theories (theories about how to effect 
change in clinical targets) and enablement theories (theories about how changes in a proximal 
clinical target will influence distal clinical aims), have been proposed (Whyte, 2014). Treatment 
theories are said to provide the tools for inducing clinical change, but do not specify how far 
reaching the ultimate impact of the change will be, while the complementary enablement 
theories model the impact of changes on other areas of function (Whyte, 2014). 
 
Rehabilitation treatments and services can be considered as those designed to change (increase 
or enhance) functioning of individuals or prevent decline in functioning in those at risk, 
however, with this broad definition it is impossible to draw a clear boundary between 
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rehabilitation treatments and medical treatments (Whyte et al., 2014). Therefore, it was 
proposed that rehabilitation treatments are those interventions selected or designed by and 
overseen by a rehabilitation practitioner to increase function or prevent decrease in function of 
an identifiable patient.  
 
2.2.3.3 Vocational Rehabilitation (proposed) definitions 
 
VR can be placed at the interface of health and work, being a component of disability 
management to specifically address work disability (Escorpizo et al., 2011). It has therefore 
been defined as whatever helps someone with a health problem to stay at, return to and remain 
in work - it is an idea and an approach as much as an intervention or a service (Waddell et al., 
2008). This definition can refer to almost any rehabilitation activity that supports a person in 
returning to employment (Marnetoft, 2015), raising the question of the difference (if there’s 
any) between medical and vocational rehabilitation.  
 
A conceptual definition for VR based on the ICF refers to it as a multi-professional, evidence-
based approach that is provided in different settings, services and activities to working-age 
individuals with health-related impairments, limitations or restrictions with work functioning, 
and whose primary aim is to optimise work participation (Escorpizo et al., 2011). The focus on 
‘work participation’, as the primary aim in this definition is hoped to clarify the difference 
between medical rehabilitation and vocational rehabilitation whereby the focus of the former is 
on functional improvement (Marnetoft, 2015).  
 
However, there seems to be an overlap between medical and VR, in that improvement in 
functioning (like mobility) is often a pre-requisite to participation in work. Related, is the 
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concept of ‘vocationally oriented medical rehabilitation (VOMR)’, which is a current trend, 
particularly in inpatient medical rehabilitation in Germany, whereby restoration and/or 
improvement of functional ability with regard to the life domain of work constitute an important 
goal of medical rehabilitation (Lukasczik et al., 2011). However, even in this related context, 
consensus with regard to the defining features and relevant criteria (in terms of aims, scope, 
personnel, methods, etc.) of basic vocational measures in medical rehabilitation is said to be 
lacking (Lukasczik et al., 2011).  
 
On the other hand, it has also been claimed that VR is used to describe only a non-medical, 
occupational component of the rehabilitation program, therefore, terms like ‘work-oriented 
medical rehabilitation’ or ‘vocationally oriented medical rehabilitation’ are used to accentuate 
the comprehensive and holistic nature of the particular program (Saltychev, 2012). Clearly there 
is a blurring of boundaries and/or overlap between medical and vocational rehabilitation. The 
complexity of the interventions involving many stakeholders, professionals and organisations 
(Marnetoft, 2015) could explain the difficulty in narrowing down a definition of VR.  
 
It was said that because of the diversity of VR as a field, it might be preferable to provide the 
broadest definition possible, which could then be operationalised in specific settings (Escorpizo 
et al., 2011), though how this can be accomplished has not been shown yet. At a global level, 
the International Labour Organization (ILO), which adopted the ILO Convention (No. 159) 
Concerning Vocational Rehabilitation and Employment (Disabled Person) in 1983, states in 
Article 2 of Part I that each member shall consider the purpose of vocational rehabilitation as 
being to enable a disabled person to secure, retain and advance in suitable employment (ILO 
Convention No. 159. Convention concerning vocational rehabilitation and employment 
(Disabled Persons), 1983. International Labour Organization, 1983). 
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Finally, another definition of VR that is claimed to be complete (Gobelet, Luthi, Al-Khodairy, 
& Chamberlain, 2007; Marnetoft, 2015) presents VR as medical, psychological, social and 
occupational activities aiming to re-establish among sick or injured people their working 
capacity and prerequisites for returning to or entering the labour market (Marnetoft, 2009). The 
focus on ‘approach’ in the ICF definition and ‘activities’ in the other, as well as the lack of 
specificity, brings to fore the concern that the definitions of rehabilitation interventions seem to 
be the most under-developed area in rehabilitation research forming the so called “black box” 
of complex interventions (Whyte & Hart, 2003).  
 
2.2.3.4 Return to Work and Vocational Rehabilitation – what’s the 
difference? 
 
Complicating the difficulty in trying to define VR is the fact that it is not distinguishable from 
the ‘return to work (RTW)’ process. The RTW concept is often poorly defined and there is no 
substantial agreement about what constitutes a successful RTW outcome (Pransky, Gatchel, 
Linton, & Loisel, 2005). For example, simplistic return to work measures, such as days until 
first RTW or a single day of returning to work at any time since injury have been described as 
inadequate, emphasising the importance of sustainable RTW (Krause, Dasinger, Deegan, 
Brand, & Rudolph, 1999). Additionally, factors predicting return to full duties are not the same 
as return to modified work and therefore RTW may reflect a composite outcome and these 
different modes of RTW may need to be considered independently (Clay, Newstead, D'Elia, & 
McClure, 2010). It can be seen that RTW is a complex multifaceted and multi-stakeholder 
intervention process, as well as a spectrum of occupational and economic outcomes, including 
ability to sustain work and productivity following significant illness or injury (Schultz & 
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Gatchel, 2015).  
 
As an example, taking the perspectives of workers and stakeholders, some of the concepts that 
were highlighted regarding RTW, include worker performance, job satisfaction and seamless 
RTW process through collaborative communication and satisfaction of stakeholders other than 
workers, implying that the actual RTW process is intimately tied to outcomes (Leyshon & 
Shaw, 2012). Rather than being a single event, it is also an evolving, complex and sometimes 
nonlinear process whereby there is value in looking beyond employment status when attempting 
to measure success (Young, 2014). 
 
2.2.3.5 The way forward – potential solutions from rehabilitation and related 
research 
 
Many rehabilitation treatment interventions are not operationally defined, and the labels given 
to such treatments do not specify the active ingredients that produce the intended treatment 
effects limiting the ability to disseminate treatments, to communicate about them clearly, or to 
train new clinicians to deliver them appropriately (Whyte et al., 2014). The definitions offered, 
generally specify the ‘who’ (persons with certain impairments) and the outcomes (such as 
employment) that’s expected, but leave out the ‘how’ (mechanism of change) that constitutes 
the active ingredients of the intervention. 
 
Rigorous definition of rehabilitation treatments, supported by theory, with specific actions of 
therapist and/or patient as verifiable by an objective observer is said to be needed to understand 
the process of change or mechanism occurring between treatments and outcomes. Individual 
components or parts of the whole should be understood while still working toward an 
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understanding of the synergistic effects of the total suite of services, given other contextual 
issues, such as variation in therapist behaviour, patient engagement and service delivery 
systems (Whyte & Hart, 2003). Conceptually a number of approaches have been put forward 
to address this issue, namely the need for rehabilitation treatment taxonomy (RTT) (Dijkers, 
Hart, Tsaousides, Whyte, & Zanca, 2014), practice-based evidence (PBE) methodology 
(Whiteneck, Gassaway, Dijkers, & Jha, 2009), theory of change (Chen, 1990)  and realist 
evaluation approaches (Pawson & Tilley, 1997), and these will be briefly reviewed here. 
 
In an attempt to promote theory-based discussion of rehabilitation treatment effects, 
preliminary rules for classifying rehabilitation treatments by defining discrete treatments, 
identifying the area of function they directly treat, and identifying their active ingredients have 
been proposed as preliminary steps toward creating a RTT (Whyte et al., 2014). VR 
interventions can therefore be considered as those focusing on specific target(s) of treatment to 
help clarify the boundary, as well as specifying the ingredients (e.g. specific instructional 
techniques) and the mechanisms of action (e.g. learning processes), where possible. 
 
It is proposed that treatments be defined in relation with the behaviours of the rehabilitation 
practitioner, rather than the practitioner’s general intent or clinical goal. However, the complex 
nature of many rehabilitation treatments, the varying roles of the therapist, the patient and the 
contexts, were acknowledged, highlighting the need for ongoing efforts to progress the RTT 
(Whyte et al., 2014).  
 
A related example is the Spinal Cord Injury (SCI) Rehabilitation project (Whiteneck et al., 
2009) that aims to ‘open’ the black box of acute SCI rehabilitation and provide detailed 
information on treatments delivered by all rehabilitation disciplines, using the practice-based 
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evidence methodology (Horn & Gassaway, 2007). Essentially, the questions being asked are 
which specific therapy interventions, medical procedures, patient education and counselling 
approaches, or other activities are offered to whom, when, or whether they are effective when 
offered in various combinations or sequences for specific types of patients and impairments 
(Whiteneck et al., 2009). Unfortunately, the taxonomy does not (yet) include vocational 
rehabilitation services (Gassaway, Whiteneck, & Dijkers, 2009; Ozelie et al., 2009) and this is 
understandable given that these interventions are rarely provided in the acute rehabilitation 
setting. 
 
The WHO’s International Classification of Health Interventions (ICHI) which is currently 
under development, defines health intervention as an act performed for, with or on behalf of a 
person or population whose purpose is to assess, improve, maintain, promote or modify health, 
functioning or health conditions. ICHI covers interventions carried out by a broad range of 
providers across the full scope of health systems including rehabilitation and the classification 
is built around three axes, target (the entity on which the action is carried out), action (a deed 
done by an actor to a target) and means (the processes and methods by which the action is 
carried out).8  
 
All these approaches intended to unravel or open the black box of complex rehabilitation 
interventions, are not novel in the sense that as early as 1967, Paul, has posited the question of  
“what treatment, by whom, is most effective for this individual with that specific problem, and 
under which set of circumstances?” (Paul, 1967). Related therefore is the development of 
various concepts and approaches such as ‘theory of change’ and ‘realist evaluation’. In ‘Theory-
Driven Evaluations’, Chen (1990) introduced a comprehensive framework for program 
                                                 
8 http://www.who.int/classifications/ichi/en/ 
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evaluation that is designed to bridge the gap between method and theory-oriented perspectives. 
Here ‘a theory of how and why an initiative works’ and indicator for every expected step on the 
hypothesized causal pathway to impact is spelt out (Breuer, Lee, De Silva, & Lund, 2016). It is 
developed in collaboration with stakeholders and modified throughout the intervention 
development and evaluation process through an ongoing process of reflection to explore change 
and how it happens and is typically visually represented in a map or logic model, which 
represents the causal pathways through which an intervention is expected to achieve its impact 
within the constraints of the setting in which it is implemented (De Silva et al., 2014). 
 
On the other hand, the terminology of ‘realistic evaluation’ is, of context, mechanisms and 
outcome configurations, in an attempt to hypothesize the causal and situational triggers for 
changes in behaviour or responses to the interventions (Pawson & Tilley, 1997). The question 
therefore, is rephrased as why an individual or group of individuals (within a particular context) 
respond in a particular and relatively predictable way to an intervention (or aspects of an 
intervention) (Stame, 2004). 
 
In conclusion, given the overarching concern to effectively and efficiently improve 
rehabilitation services and specifically in the context of VR; the need for granularity in evidence 
to build knowledge is undeniable. This current research project employed a broad definition 
and understanding of VR and a generic atheoretical approach to evaluation however, some 
suggestions are made here about how we should move forward. The first step is of course, the 
need for a clear, active ingredient and theory-based, treatment definition of VR interventions, 
whereby (where possible) the mechanism and target area of change, dosing, intensity and 
contextual information are provided, and (if possible) both the treatment and enablement 
theories are described.  
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When treatments are named, it is important that they are done so in terms related to the reason(s) 
for their clinical effectiveness specifying what target(s) can be changed using what ingredient(s) 
impacting through what mechanism(s) of action (Whyte, 2014). It is proposed that the treatment 
target be defined as the most proximal clinical characteristic for which the change has functional 
significance. Ingredients can be drugs and devices, training in tasks and strategies, and other, 
specific clinician behaviours that are meant to effect changes in patient functioning (Hart et al., 
2014). This then will impact the way rehabilitation research is conducted and hopefully will 
lead to better patient outcomes.  
 
2.2.4 Can vocational rehabilitation improve employment 
outcomes for PWDs and specifically, for persons living with 
SCI?  
 
Despite the difficulties inherent in defining and therefore measuring VR, the contents of which 
can vary considerably depending on the stakeholders involved (as discussed in detail above), to 
date many studies and reviews have been published concerning its effectiveness in diverse 
population groups and settings. The findings are as diverse as the methods used for conducting 
the reviews and will be discussed below. 
 
A systematic review of evidence evaluating major government interventions (national or 
provincial) aimed at helping chronically ill or disabled people return to work in five countries 
with advanced social welfare systems and universal health care disappointingly concluded that 
few studies provided robust evaluations of the programs or their differential effects (Clayton et 
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al., 2012). On the same disappointing note, a recent Campbell Collaboration review examining 
interventions on labour market outcomes for disabled adults in low and middle income 
countries found overall scarcity of robust evidence, in that although the evidence in general 
showed positive results, the number of impact evaluations was limited and most used designs 
in which conclusively attributing causality is not possible (Tripney et al., 2015). 
 
An older review (Waddell et al., 2008) using a ‘best evidence synthesis’ concluded that there 
is a ‘good business case’ for vocational rehabilitation, particularly for musculoskeletal 
conditions and it has more evidence on cost-benefits than for many health and social policy 
areas. Promising approaches identified include healthcare, which incorporates a focus on return 
to work, workplaces that are accommodating and non-discriminating, and early intervention to 
support workers to stay in work and so prevent long-term incapacity.  
  
For populations of individuals with traumatic brain injury, a very recent review of effective 
interventions found ‘strong evidence’ for work-directed interventions in combination with 
education and coaching (Donker-Cools, Daams, Wind, & Frings-Dresen, 2016). This review 
found high heterogeneity in the studies’ populations and outcome measures, precluding a meta-
analysis and consequently a qualitative evidence synthesis approach was applied. A Cochrane 
Collaboration systematic review using the ‘GRADE’9 approach to assess quality of evidence 
found moderate quality evidence that multidisciplinary interventions involving physical, 
psycho-educational and vocational components enhanced the return to work of patients with 
cancer (de Boer et al., 2015). Likewise, a recent Cochrane Collaboration systematic review 
found moderate quality evidence to support workplace interventions for workers with 
musculoskeletal disorders (van Vilsteren et al., 2015). 
                                                 
9 http://www.gradeworkinggroup.org/ last accessed 8 march 2018. 
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Similarly, another Cochrane Collaboration review found moderate quality evidence that adding 
a work-directed intervention to clinical intervention and cognitive behavioural therapy reduced 
work disability in employees with depressive disorders (Nieuwenhuijsen et al., 2014). As for 
the populations with multiple sclerosis and stroke, the jury is still out as to what is effective to 
improve vocational outcomes. Reviews thus far, with differing methodologies have established 
the lack of conclusive evidence and the need for further research, both for multiple sclerosis 
(Khan, Ng, & Turner-Stokes, 2009; Sweetland, Howse, & Playford, 2012) and stroke vocational 
rehabilitation (Baldwin & Brusco, 2011; Wei, Liu, & Fong, 2016).  
 
The situation for the population with SCI is not dissimilar in that many reviews have identified 
the paucity of robust evidence and need for more interventional research (Ottomanelli & Goetz, 
2016; Roels, Aertgeerts, Ramaekers, & Peers, 2015; Trenaman, Miller, & Escorpizo, 2014). To 
systematically establish the effectiveness of vocational interventions for individuals living with 
SCI, we have attempted to submit a Cochrane Collaboration systematic review protocol in 
collaboration with a team of researchers from South Africa. The submitted protocol had plans 
to systematically review all relevant research regardless of language of publication as well as 
grey literature and unpublished work. However, the proposal was eventually turned down due 
to there being insufficient robust primary studies among individuals with SCI establishing 
effectiveness of any form VR interventions, also the difficulty in defining VR interventions, all 
risking an inconclusive review, not unlike two systematic reviews already published (Roels et 
al., 2015; Trenaman et al., 2014).   
 
Finally to cap it all off, a systematic review (SR) of SRs to provide an overview of the available 
effective interventions that enhance work participation of people with a chronic disease, 
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irrespective of diagnosis using the ‘AMSTAR’10 quality tool found no high quality reviews 
(Vooijs, Leensen, Hoving, Wind, & Frings-Dresen, 2015). It was concluded that although 
several intervention components, such as workplace assessment, accommodations, changes in 
work environment, organisation and conditions, and case management were described, it is 
unclear which components and through which mechanisms the interventions were effective. 
Likewise a recent experts’ opinion article summarising existing research, grey literature and 
stakeholders’ observations on workplace interventions lamented the lack of evidence for 
interventions at a more granular level (Williams-Whitt et al., 2016).  
 
The only specific intervention approach that seems promising to date is the supported 
employment (specifically the individual placement and support (IPS) model), whereby a total 
of 23 controlled studies have shown IPS effective at improving work outcomes for individuals 
with serious mental illness (Mueser, Drake, & Bond, 2016). It has also been found effective 
across a variety of settings and economic conditions and is more than twice as likely to lead to 
competitive employment when compared with traditional vocational rehabilitation (Modini et 
al., 2016), including even among veterans with SCI (Ottomanelli, Barnett, & Goetz, 2014; 
Ottomanelli et al., 2017; Ottomanelli et al., 2012).  
 
However a 2013 Cochrane Collaboration systematic review (Kinoshita et al., 2013) did find 
that the quality of evidence for this intervention to be low due to the small number of studies 
(n=14) and there appeared to be an overall high risk of bias in the individual studies. This has 
led to the submission of another protocol (Suijkerbuijk et al., 2015) to weigh the evidence again, 
given a number of new studies that have been published since then.  
 
                                                 
10 https://amstar.ca/Amstar_Checklist.php /last accessed 8 March 2018. 
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The interesting feature of the IPS model is that it eschews prevocational training in favour of 
rapid job search for competitive work and follow-along supports to sustain employment. 
Prevocational training is a stepwise approach in which participants get trained before being 
employed. This approach, also called “train, then place” or traditional vocational rehabilitation 
often uses training classes, workshops, assessments or counselling (Suijkerbuijk et al., 2015). 
On the other hand, the principles of IPS include focus on competitive work, inclusion of all 
clients who want to work, rapid job search, integration of vocational and clinical services at the 
level of the team, attention to client preferences regarding all decisions, assistance with job 
development and provision of follow-along supports after attainment of a job (Mueser et al., 
2016).  
 
It must be concluded that the evidence base for vocational rehabilitation interventions is not 
strong. The fact that the intervention itself is defined too broadly containing many sub-
components that may or may not interact well with each other has already been discussed in 
depth above. Additionally, it has been pointed out that there are too many stakeholders involved 
in the return to work process as well as many external systems’ factors, such as the workplace, 
workers’ organisation, job market and unemployment benefits system. It has been proposed 
that the way forward is to identify key ingredients of interventions and mechanisms of 
effectiveness, ideally driven and underpinned by theory. Despite all these, the fact that the IPS 
model of supported employment seems to be reliably achieving better outcomes than other 
forms of services is very promising indeed.  
 
2.2.4.1 The other (qualitative) perspectives 
 
It is importantly acknowledged here that ‘evidence’ in many instances thus far has been 
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interpreted through ‘positivist’ lens, privileging experimental studies such as randomised 
controlled trials and effect sizes. An analysis based on the narratives of people with a work 
disability about the vocational rehabilitation programs they participated in seem to suggest that 
empowerment (activation) understood as the notion that people should make an active choice 
to find labour can be paternalistic, disciplining and have a one-sided orientation to labour 
participation (van Hal, Meershoek, Nijhuis, & Horstman, 2012). It must be acknowledged that 
(in the context of VR service provision) ‘motivation’ is socially constructed and a relational 
concept. An alternative way out from this exclusive focus on labour participation is to explicitly 
value clients’ (intermediary) participation goals and achievements with a differentiated concept 
of participation (van Hal et al., 2013).  
 
From a qualitative perspective, return to work extends beyond looking at numerical outcomes 
to complexities related to beliefs, roles, and perceptions of many stakeholders, whereby good 
will and trust are overarching conditions that are central to successful outcomes (MacEachen, 
Clarke, Franche, & Irvin, 2006). In addition, there are often social and communication barriers 
and intermediary players that have the potential role in facilitating this process such as 
vocational coordinators and workplace management (Innes, 1995; Sears, Wickizer, & 
Schulman, 2014a). It comes as no surprise that repeatedly what workers want are options, 
respect and support and there is substantial room for improvement in the current VR service 
provision (Sears, Wickizer, & Schulman, 2014b).       
 
2.2.5 Can early vocational rehabilitation interventions improve 
employment outcomes of persons living with SCI? 
 
Given all the discussions above particularly with regards to the (lack of) robust evidence for 
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effectiveness of vocational interventions, the question of whether ‘early’ intervention is better 
may seem rather debatable. Additionally, it has been suggested that even the currently most 
successful vocational service model (i.e. IPS) will not be appropriate for the SCI inpatient 
context (for early intervention) given the focus on rapid community job search and placement. 
A pragmatic approach was said to just provide an orientation to IPS during inpatient stay and 
reserve initiation of full (costly) services until persons can fully participate in job development 
(Ottomanelli et al., 2017).  
 
However, different contexts and settings may require different approaches, specifically whether 
one is aiming to return to pre-injury occupation (in whatever form) or to a new occupation and 
whether the injured person is in the hospital or recovering at home. Having said that the aim of 
early intervention can be either one of the above goals, including return to education or further 
training. Additionally, it is worth emphasising that in the context of individuals with SCI, given 
the nature of injury and lengthy hospitalisations the delay in provision of employment services 
until after the patient is discharged from hospital might contribute to loss of pre-injury vocation 
and even despondency and despair regarding ability to work. Given all these factors, the early 
vocational intervention program was initiated and in the subsequent sections key relevant 
constructs will be discussed, and in particular the philosophy of ‘early intervention’ intersecting 
with the ‘adjustment’ process of newly injured individuals with SCI.  
 
2.2.5.1 Philosophy of early intervention  
 
In the context of workers’ injury and work disability, ‘early’ return to work before workers have 
fully recovered has been adopted as a standard practice by many workers’ compensation 
systems in many countries including Australia (Victoria, 2016). The Australasian Faculty of 
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Occupational and Environmental Medicine (AFOEM) in a position paper on realizing the 
benefits of work eschews the model of “getting better first and then returning to work as 
unsuccessful and unhealthy”.11 The oft repeated mantra that “the longer someone is off work, 
the less likely they become, ever to return”, may have a strong role in the development of this 
approach (Franklin, Wickizer, Coe, & Fulton-Kehoe, 2015; Waddell et al., 2008; Wickizer et 
al., 2004). However, the support for the (earlier return to work) approach in improving 
outcomes for all stakeholders, particularly the injured worker has not been forthcoming. 
 
What exactly is ‘early’ and in which contexts or injury conditions it is appropriate, remain 
unanswered. A recent review on effectiveness of very early workplace interventions to reduce 
sickness absence identified that current evidence remains inconclusive about the optimal timing 
of implementing workplace interventions and that consensus is required on the definition of 
‘early’ and ‘very early’ (Vargas-Prada et al., 2016). Additionally, it has been commented that 
researchers often focus on outcomes, such as cost and time away from work, and only rarely on 
quality of life and how it is experienced by injured workers, suggesting a lack of recognition of 
the nature of hurts and harms affecting these workers (MacEachen, Ferrier, Kosny, & 
Chambers, 2007). 
 
It has also been suggested that early contact with a sick-listed worker may not always be the 
best approach for a return-to-work situation. It can be perceived as pressure or harassment from 
the injured worker’s perspective depending on the pre-existing relationships with the employer 
and other workplace actors (Tjulin, MacEachen, & Ekberg, 2011). This is also supported by 
other qualitative work that discovered that early return to work can disrupt workplace norms 
and patterns of social interaction, and create hardship, for both employers and workers (Eakin, 
                                                 
11 https://www.racp.edu.au/docs/default.../realising-the-health-benefits-of-work.pdf / last accessed 7 March 2017 
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MacEachen, & Clarke, 2003). Employers may experience conflict between their administrative 
role in the early and safe return-to-work process and the economic demands, while injured 
workers find their participation governed more by the ‘discourse of abuse’, the social 
dislocations of injury and modified work rather than by best rehabilitation practice and may 
experience transitions as difficult and unjust (Seing, MacEachen, Stahl, & Ekberg, 2015). 
 
From the workers’ perspectives, social support from relatives, belief that work stimulates 
health, adequate cooperation between stakeholders and enjoyment of work are supportive of 
early return (Hoefsmit, Houkes, & Nijhuis, 2014). Clearly, it’s difficult to weigh on the 
appropriateness of ‘early’ intervention not only due to conflicting evidence, but also because 
the construct is not defined, that is how early is early? The concern for loss of the ‘window’ of 
opportunity for intervention is legitimate. However, the policy needs clearer articulation and 
contextual evidence to support its implementation. A specific area where there’s a significant 
gap in knowledge is with regards to disabling injuries such as a SCI and the issues of early 
return to work or education in the context of adjustment to disability, future uncertainties and 
hope for cure. These intersecting concepts (adjustment, hope and prognosis) will be discussed 
below.    
 
2.2.5.2 Adjustment after SCI 
 
Adjustment to chronic illnesses and disabilities has been characterised as a dynamic, evolving, 
nonlinear process affected by various personal, environmental and socio-cultural factors 
(Livneh & Martz, 2012). The ‘adjustment period’ following SCI before one is said to be ready 
to resume ‘normality’ such as work, has often been quoted to range anywhere between 6 months 
up to several years (Bergmark et al., 2011; Sand et al., 2009; Ville, 2005) without much basis 
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or explanation with regards to the time period. A trajectory research on resilience, anxiety and 
depression after SCI concluded that the lack of change in anxiety and depression symptoms in 
the second year post-SCI may be indicative of a more settled health status and ‘immunological 
adjustment’ (Bonanno et al., 2012). However, this research also found that the most common 
pattern observed was one of stable low symptoms beginning at hospitalization and continuing 
through 2 years post hospitalization suggesting a resilient outcome. It has also been found that 
individuals with SCI were focussed on the two year period following SCI on hope for further 
recovery of function and or cure, delaying participation in other aspects of community 
reintegration (Nunnerley, Hay-Smith, & Dean, 2013).  
 
This leads to the interesting conundrum of realistically discussing the generally poor prognosis 
for cure, especially among persons with complete SCI lesions, while providing hope and 
meaning to continue life and meaningful activities, such as work. Early conversation about 
work will somewhat have to intersect with breaking bad news and risks for potential emotional 
harm, hopelessness, reduced motivation and participation in rehabilitation, depression and 
anxiety (Fichtenbaum et al., 2017). The recent consensus however seem to support disclosing 
the prognosis early after injury in a clear and sensitive manner with the goal of still maintaining 
hope, promoting shared decision-making and engendering trust, all of which have been 
acknowledged to be easier said than done (Fichtenbaum et al., 2017; Kirshblum et al., 2015).  
 
The importance of ‘hope’ particularly for individuals with severe injuries such SCI, goes 
without saying and a topic of much interest in recent literature (Dorsett, 2010; Kennedy, Evans, 
& Sandhu, 2009; Kortte, Stevenson, Hosey, Castillo, & Wegener, 2012; Lohne & Severinsson, 
2004; Lohne & Severinsson, 2006). However, (again) the construct itself is not well elucidated 
in that, one wonders whether hope is a want or an expectation (Leung, Silvius, Pimlott, Dalziel, 
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& Drummond, 2009; Wiles, Cott, & Gibson, 2008) or an attitude or emotion with an 
imaginative engagement (Martin, 2008). There are also differences between being in hope and 
having hope (Lohne, 2008), agency and pathways (Chan, Chan, Ditchman, Phillips, & Chou, 
2013) and true/realistic and false/unrealistic hope (Soundy et al., 2010). The healthcare 
profession has even been characterised as turning hope into an outcome, even an object or a 
commodity (Dorcy, 2010). Semantics aside, the importance of identifying pathways to promote 
and maintain hope among individuals with SCI has been said to be paramount (Parashar, 2014; 
Van Lit & Kayes, 2014) and employment has been linked in various ways with ‘hope’ after SCI 
(Blake, Brooks, Greenbaum, & Chan, 2016; Andrew Soundy, Stubbs, Freeman, Coffee, & 
Roskell, 2014).  
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2.2.6 What is the evidence for the effectiveness of the 
‘Kaleidoscope’ early intervention program? 
 
The decision to implement an early intervention vocational rehabilitation program among 
inpatients with SCI was chiefly based on the reported ‘success’ of the Kaleidoscope program 
as implemented in the spinal cord injury units in New Zealand.12 Unfortunately to date the 
comprehensive outcomes of this program have not been published in any peer-reviewed 
journals and almost all the publications reporting ‘success’ of the Kaleidoscope model (see 
Table 3) cite a conference presentation that is not able to be retrieved for review. The only other 
source of information about the program’s outcomes is a report available on the New Zealand 
Spinal Trust website titled ‘Specialist Spinal Vocational Rehabilitation’.13  
 
It was reported (on page 3) that Kaleidoscope has supported 770 persons with a spinal cord 
injury (SCI) since 2003 and (on page 7) that the return to work rate for patients who have 
received Kaleidoscope services, either as an inpatient or as a community patient (in 2015) was 
60% in paid employment, represented by 348 people. Attempts to verify the figures given the 
discrepancy between the total and percentage reported, as well as whether the outcome refers 
to ever achieved employment or currently working proved unsuccessful. On balance, it must be 
acknowledged, however, that interpretation of any RTW rate is fraught with difficulties, which 
are due to differences in definition of employment, time frame and sample selection. 
 
In conclusion, a comprehensive review of the literature and available evidence suggests that the 
                                                 
12 https://nzspinaltrust.org.nz/support/rehabilitation/kaleidoscope-background-and-overview/ last accessed 8 
March 2018 
13 https://www.yumpu.com/en/document/view/54892048/wcmt-melissa-kelly/ last accessed 8 march 2018 
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early intervention program modelled after the Kaleidoscope program in New Zealand suffers 
from lack of a strong evidence base as well as sufficient clarity of the actual active ingredient 
of the intervention and also the possibility of being underpinned by some inaccurate 
assumptions. All of these factors are likely to have an impact on the overall interpretation of 
the findings of the evaluation of the program. The influence of these contextual factors on 
evaluation of the early VR program and its outcomes will be considered in detail later in the 
discussion chapter of the thesis with key recommendations for practice, as well as future 
research. 
Table 3. Publications citing the Kaleidoscope’s program/model 
Author & Year Comments on Kaleidoscope Source / Reference 
(Sinnott, Cassidy, 
Nunnerley, Bourke, 
& Kunowski, 2010) 
“…all patients in their initial rehabilitation 
period are now offered vocational 
intervention, and the employment rates in 
the NZ SCI population have improved.” 
Perriam A. Wheels in 
work. ANZSCoS 
Conference; 2008; 
Christchurch, New 
Zealand. 
(Fadyl & 
McPherson, 2010) 
“The Kaleidoscope program is still a 
relatively new service; however, 
preliminary outcomes are promising in 
relation to both acceptability of the service, 
and outcomes achieved.” 
ibid. 
(Hay-Smith et al., 
2013) 
“Post-SCI employment rates in NZ have 
improved since Kaleidoscope began in 
2003.” 
ibid. 
(Bloom, Dorsett, & 
McLennan, 2017) 
“The Kaleidoscope program has had 
significant success with post-SCI 
employment rates of 41%, compared with 
an overall post-SCI employment rate of 
13% prior to the implementation of the 
program.” 
ibid. 
(Hilton et al., 2017) “Employment rates have reportedly 
increased since Kaleidoscope’s inception 
but little detail regarding claimed increases 
has been reported.” 
Hay-Smith, Dickson, 
Nunnerley, & Anne 
Sinnott, 2013 
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CHAPTER 3: EVALUATION CONTEXT & 
METHODOLOGY 
3.1 Introduction  
 
The early intervention vocational rehabilitation program was co-developed by multiple 
stakeholders and was implemented as part of the usual services provided in the inpatient 
hospital settings. The full details and key contexts of the program: the people (key 
stakeholders), the place of intervention (spinal units of NSW) and the contents of the program 
are presented below. Additional relevant information about the Australian disability support 
policy, as well as the local disability employment services are also elaborated to provide the 
background for the vocational rehabilitation services. Our research team developed and carried 
out the evaluation of this program, as a separate research/evaluative activity, the details of 
which (both the quantitative survey and the qualitative interviews and focus groups with key 
stakeholders) are also elaborated in depth in the following segments.  
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3.2 Key contexts of the early intervention – The ‘People’, 
the ‘Place’ & the ‘Program’ 
 
3.2.1 The People: Key stakeholders 
 
3.2.1.1 The icare lifetime care Scheme  
 
This NSW government (no-fault) scheme is funded by a levy on the compulsory third party 
(motor vehicle accident) insurance and has been running since October 2006 for children under 
16 and since October 2007 for adults. The Scheme is run by icare lifetime care, which is part 
of icare (Insurance & Care NSW) made up of several schemes that deliver insurance and care 
services to the people of NSW. Insurance and Care NSW (icare) was formed in September 2015 
through the amalgamation of six NSW government schemes covering dust diseases care, home 
building compensation, motor accident lifetime care, self-insurance for the state's public 
servants, workers insurance, and sports injury insurance, as well as the separation from what is 
now the State Insurance Regulatory Authority. The icare lifetime care scheme pays for the 
reasonable and necessary treatment, rehabilitation and care of people who’ve been severely 
injured in a motor accident in NSW. Severe injuries can include spinal cord injury, brain injury, 
amputations, burn and blindness.14 
 
3.2.1.2 Kaleidoscope – New Zealand Spinal Trust 
 
                                                 
14 icare. Lifetime care. (https://www.icare.nsw.gov.au/treatment-and-care/what-we-do/motor-accident-
injuries/#gref, accessed 5 March 2018). 
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Kaleidoscope is a specialist vocational rehabilitation program based at Burwood and Auckland 
Spinal units in New Zealand. The name ‘Kaleidoscope’ symbolises the incredible variety of 
work opportunities that are available for everybody, whether they have a disability or not. It 
was developed by the New Zealand Spinal Trust in 2003, where services begin as soon as 
possible in the inpatient rehabilitation process to set expectations of on-going employment, thus 
avoiding learned dependency. The service provides specialised education, career planning and 
work support to both newly injured/ill persons and to those in the community, who have been 
living with an SCI for a period of time; recognising and valuing the inclusion of family and 
employers from the outset.15 The Kaleidoscope program has not, however, been formally 
evaluated and this has been discussed in the literature review section. 
 
3.2.1.3 The (NSW) State Spinal Cord Injury Service (SSCIS) 
 
SSCIS is a network of state-wide services responsible for the management of people who have 
sustained a spinal cord injury with evidence of damage to the neural tissues because of trauma, 
or from a non-progressive disease process. Progressive conditions such as demyelinating and 
degenerative conditions of the spinal cord, as well as compression by metastatic lesions, are not 
considered the province of the spinal service. It consists of clinician, management, consumer 
and researcher members and provides acute, rehabilitation, out-patient as well as community 
based services across the state of NSW.  
 
The acute services of the SSCIS for adults are located at Prince of Wales Hospital (POWH – 
10 beds) and Royal North Shore Hospital (RNSH – 18 beds), while rehabilitation for a person 
with SCI occurs either at POWH where there are 20 beds collocated with the acute unit or in 
                                                 
15 New Zealand Spinal Trust. Kaleidoscope (http://www.kaleidoscope.org.nz/, accessed 5 March 2018). 
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the Spinal Unit at the Royal Rehabilitation Centre (RR) where there are also 20 beds 
(Middleton, 2017). These three metropolitan hospitals are the major referral / tertiary hospitals 
for SCI across the state of NSW (and three of only nine nationally).  
 
3.2.1.4 SCI incidence in NSW 
 
Data regarding SCIs in the state of NSW, Australia indicate that the spinal cord injury units at 
RNSH and POWH have been treating approximately 130 new cases per year over the last seven 
years. This figure underestimates the true incidence of SCI given that it does not include patients 
admitted to other hospitals in NSW and also these hospitals have been running at high levels of 
bed occupancy and may not been able to accommodate many of the new cases in NSW. The 
majority of these cases have been traumatic, although there has been considerable growth in the 
number of non-traumatic cases over the last several years and it is expected that the proportion 
of older people with SCI will increase in the coming years (Middleton, 2017). 
 
3.2.1.5 CRS Australia 
 
Commonwealth Rehabilitation Service (CRS) Australia, was a portfolio agency (business unit) 
of the Australian government’s Department of Human Services and was then, the sole provider 
of vocational rehabilitation (case management) services to assist people with disabilities find 
and retain work (Angleton, 2011). However, it ceased operation in February 2015 when 
Australia’s employment services were completely privatised.16 It was highlighted in this article 
that this was the first time the entire disability employment market in Australia was made fully 
                                                 
16 Tender Outcomes for Disability Employment Services (https://probonoaustralia.com.au/news/2014/11/tender-
outcomes-for-disability-employment-services/, accessed 5 March 2018). 
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open to competition, citing the need to improve job opportunities for people with disability. 
The tender process identified 47 quality high performing providers with proven strong track 
record of helping people with a disability find and keep a job. It was mentioned that competition 
in service provision (as opposed to single government provider) can drive efficiency and 
innovation in service delivery, potentially resulting in increased benefits and better employment 
outcomes for people with disability.3  
 
3.2.1.6 John Walsh Centre for Rehabilitation Research (JWCRR) 
 
JWCRR is an interdisciplinary centre of the University of Sydney and focuses on research and 
education in rehabilitation and injury-related disability. The centre was formerly the 
Rehabilitation Studies Unit and was established in 1992 by The University of Sydney and the 
Royal Rehabilitation Centre Sydney. It receives major financial support from the NSW State 
Insurance Regulatory Authority (SIRA) and the icare lifetime care.17 I joined the centre as a 
research fellow in July, 2013, working on projects related to outcomes of the icare lifetime care 
scheme participants (among others) and subsequently was offered a scholarship to pursue a 
PhD on the evaluation of this program in February of 2014.  
 
3.2.2 The Place 
 
3.2.2.1 Spinal cord injury units 
 
It is now an accepted best practice to treat acute SCI patients with an acute SCI in specialist 
                                                 
17 About JWCRR. (http://sydney.edu.au/medicine/rehab/about/index.php, accessed 5 March 2018). 
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spinal cord injury units after the initial acute emergency and stabilisation (Heinemann et al., 
1989; New, Simmonds, & Stevermuer, 2011; Tator, Duncan, Edmonds, Lapczak, & Andrews, 
1995). In Australia, there are specialist spinal cord injury rehabilitation units that focus on the 
rehabilitation of patients with SCI after the acute hospital phase has occurred elsewhere as well 
as specialist rehabilitation units that are linked with spinal injury units (P. New et al., 2011). A 
typical SCI rehabilitation team consists of professionals such as physiotherapists, occupational 
therapists, social workers, psychologists, nurses, recreational therapists and rehabilitation 
physicians working in an inter-disciplinary manner, aiming to assist people with spinal cord 
injury to achieve appropriate goals. The team typically meets weekly to discuss progress of 
patients, identify issues and set both short and long term rehabilitation goals. 
 
However, vocational service providers are not normally a part of this multidisciplinary team 
(New et al., 2013). In NSW, when vocational services are available they are typically provided 
in the community and not integrated with the SCI rehabilitation team (more details provided 
under the local vocational rehabilitation services section below). This could be one reason why 
Australian post SCI employment rates range from only 31% to 47%, with a median rate of 35% 
(Young & Murphy, 2009).  
 
In a retrospective chart review of 167 patients with traumatic SCI from one of the regional 
spinal cord injury units, the majority of patients were discharged to the community (non-care 
facility) with the median rehabilitation length of stay of 83 days (Tooth et al., 2003). The 
relatively lengthy inpatient stay and poor vocational outcomes were some of the factors that 
contributed to this early intervention service initiative. The other factors included an 
opportunity to integrate vocational services within a multidisciplinary team, in the hope of 
supporting and improving service provision and also in an attempt to avoid social 
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disenfranchisement and reliance on disability benefits becoming a more ingrained pattern of 
living (Ottomanelli et al., 2012).   
 
3.2.3 Providers of early VR services - Vocational Coordinators 
(VCs) 
 
The intervention was implemented with three experienced vocational coordinators (VCs) 
employed by CRS Australia, working 2.2 full-time equivalents (FTE). Each of whom was 
located at one of the three specialised spinal cord injury units in Sydney at the Prince of Wales 
Hospital (with acute care and rehabilitation unit co-located), at Royal North Shore Hospital 
(acute care unit) and at Royal Rehabilitation Centre Sydney (rehabilitation unit) now named 
“Royal Rehab”. The contracted VCs possessed extensive experience in vocational 
rehabilitation, having allied health professional backgrounds, with two being Occupational 
Therapists working two and four days per week (0.4–0.8 FTE) and one being a Rehabilitation 
Counsellor/Social Worker working 5 days per week (1 FTE). Relief for one position was 
provided for an extended period of maternity leave taken by the 0.4 FTE Occupational 
Therapist.  
 
There is a wide variability in the skill and training requirements for VCs in Australia, who are 
spread across many different sectors, both public and private (Buys, Matthews, & Randall, 
2014; Byrnes & Lawn, 2013; Harrison & Allen, 2002; Matthews, Buys, Randall, Biggs, & 
Hazelwood, 2010). The VCs in this study were contracted from the (then) major federal 
government employer of vocational rehabilitation professionals: Commonwealth 
Rehabilitation Services (CRS) Australia, which generally employed tertiary qualified allied 
health professionals (Buys et al., 2014) to deliver its community based VR services. The four 
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VCs in this research were experienced in providing VR services having worked with CRS for 
at least a few years. All the VCs were white (Anglo-Australian) females in their 30s except for 
the team leader who was in her 50s with added post-graduate qualification in rehabilitation 
counselling and managerial experience besides clinical work experience. 
 
3.2.3.1 Training 
 
Prior to commencing delivery of the program, the team of VCs received three days of formal 
training in May 2011 by Kaleidoscope Consulting International (KCI), which focussed on 
improving the VCs knowledge about the psychosocial effects of SCI and specific issues 
pertaining to delivery of high quality VR services to this group. Following this initial training, 
KCI provided ongoing support to the team via regular teleconferences regarding its 
implementation, as well as providing an opportunity for the VCs to listen to the Kaleidoscope 
team case reviews and gain an understanding of the range of vocational services they offered. 
A further training day was conducted by KCI in September 2011, covering techniques for 
applied optimism, coaching and mentoring, and relationship building in people with SCI.  
 
The VCs worked collaboratively with members of the spinal unit clinical teams, attending case 
conferences and other unit meetings as appropriate (such as discharge planning), as well as 
contributing to medical records, to ensure that the program was well integrated into the overall 
inpatient rehabilitation. This assisted the VCs to be aware of each person’s rehabilitation goals, 
as well as psychological adjustment. Being onsite, rather than a visiting service, also afforded 
flexibility with scheduling client meeting times and the intensity of support provided, as each 
person’s focus on work and study changed over time. 
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3.2.4   The Program 
 
3.2.4.1 Funding of early intervention vocational program (information 
obtained from archived documents at www.parliament.nsw.gov.au)18 
 
As part of its ongoing initiatives to improve the outcomes of individuals with severe injuries 
such as SCI, particularly considering the high costs involved and generally poor vocational 
outcomes, the icare lifetime care in NSW decided to fund this program to enable early access 
to vocational rehabilitation services. Extensive stakeholder consultations were undertaken 
involving representatives from the NSW Spinal Cord Injury Units and key state government 
and non-governmental bodies representing individuals living with SCI in NSW. The spinal cord 
injury units’ representatives were heavily involved in the development of the program.  
 
The scheme selected CRS Australia in an open public tender to work in partnership with the 
SCI units and the scheme to implement and deliver the early vocational rehabilitation services 
in the SCI units. The John Walsh Centre for Rehabilitation Research (JWCRR), a research unit 
under the University of Sydney’s Medical School (Northern), was commissioned with the task 
of conducting an overall evaluation of the program. The evaluation was deemed important by 
the funding agency (icare lifetime care) not only to ascertain effectiveness of the intervention 
but also in helping to decide whether funding for such interventions ought to be continued.    
 
  
                                                 
18 https://www.parliament.nsw.gov.au/search/Pages/results.aspx?k= / last accessed 7 March 2017 
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1. Content of early VR (information obtained from NSW government e-tender 
website)19 
 
The vocational services aimed to support the inpatient in determining a vocational goal and 
assist them to achieve this goal. These services start by engaging with inpatients very early after 
their SCI occur, to instil hope that a return to work is possible and an important rehabilitation 
goal. The program is a strength-based approach, assisting patients to build their return to work 
opportunities whilst an inpatient and the services are directed towards the specifics of goal 
achievement, for either returning to a pre-injury role or a new vocational and/or 
educational/training goal. 
 
The program aims to assist people with SCI return to work and education by: 
- Providing early access to vocational rehabilitation services to enable formation of 
vocational goals that are linked to the inpatient rehabilitation process; 
- Incorporating return to work and education goals into hospital rehabilitation goals and 
therapy activities; 
- Decreasing the length of time, it takes a person to return to work following a SCI; 
- Promoting the message and support that work is an important rehabilitation activity; 
- Providing early engagement with pre-injury employers to keep job opportunities open;  
 and 
- Instilling hope that people with a SCI can return to meaningful employment of their     
choice. 
 
  
                                                 
19https://tenders.nsw.gov.au/?event=public.rft.showArchived&RFTUUID=2FA270EE-D92F-B5E9-
EC7DE14DC81E7810 / last accessed 7 March 2017 
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Vocational Intervention Services may include but not be limited to: 
- Vocational counselling – person-centred approach assisting inpatients to explore their 
vocational possibilities; 
- Motivational interviewing; 
- Vocational goal planning - exploring short and long term vocational goals, as well as 
exploring the impact of the SCI on their future work and life goals; 
- Return to work planning - exploring new skill development, facilitating training, and 
exploring work experience opportunities; 
- Assisting inpatients return to pre-injury employment tasks through employer liaison, 
education and work visits; 
- Educating employers and their staff of the benefits of employing people with spinal cord 
injuries; 
- Workplace assessments, including negotiating suitable duties, organising plans to assist 
return to employment, identification of barriers and solutions to facilitate a return to 
work; 
- Involvement in inpatient meetings such as goal setting, case conferences, family 
meetings and discharge planning; 
- Liaison with inpatient treating teams to ensure complementary goal setting and therapy 
activities; 
- Employer and education facility visits, to explore return to work/education possibilities 
and to implement a return to work/education plan; 
- Facilitating workplace modifications and equipment provision; 
- Liaison with funding agencies and completion of documentation to assist funding of 
required return to work support; 
- Liaison with community based vocational rehabilitation providers to facilitate continued 
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service provision post-discharge; and 
- Maintaining currency of knowledge of Australian Commonwealth and NSW 
government employment initiatives for people with disabilities. 
 
The provision of vocational rehabilitation services early after SCI was delivered in an inpatient 
hospital setting. Due to equity issues of funding and site implementation, the program was 
available to each person with SCI admitted to any of the SCI units during the study, regardless 
of time since injury and compensation status (whether eligible for icare lifetime care scheme). 
However, those with injury duration of more than 6 months were excluded from the formal 
program evaluation based on the ‘early’ intervention criterion.  
 
2. Early intervention 
 
In the systematic review of workplace-based return-to-work interventions, ‘early’ contact has 
been considered to be contact within 3 months (Franche et al., 2005). However, little is known 
about the essential meaning of ‘early’ contact in the context of workers’ injuries and in general 
(Tjulin et al., 2011). For the purposes of this study, ‘early’ contact was contact within 6 months 
from the time of injury, given the catastrophic nature of SCI and the relatively long hospital 
stay.  
 
Initial contact with a newly injured patient was made by a VC, after the rehabilitation team has 
reached an agreement at case conference that the patient was well enough (medically and 
psychologically) to be offered the intervention. The VCs worked collaboratively with members 
of the spinal unit clinical teams, attending case conferences and other unit meetings as 
appropriate (such as goal-setting, discharge planning), as well as contributing to medical 
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records to ensure the program was integrated into the overall inpatient rehabilitation program. 
The VC explained the program to the patient, who then had the option to participate. Having 
obtained informed consent for participation in the VR program, the VC then worked in 
partnership with the patient to undertake comprehensive VR assessments and identify barriers, 
solutions and initiatives to facilitate a return to work.  
 
Generally, during the first meeting, background information was obtained about the person’s 
pre-injury life, with special effort made to know the person, developing rapport, understanding 
the person’s context and motivations, and gauging readiness to commence career planning. 
Clients who had a job to return to were encouraged to explore the pros and cons of retaining 
that role and consider the issues impacting on return to their pre-injury work. If the pre-injury 
role was not their vocational goal or no longer available, support was provided to consider new 
options. Training courses could be commenced during an inpatient stay with support being 
provided to assist in the early stages of any course.  
 
Assisting the person to explore retraining opportunities were also carried out through 
establishing relationships and refining processes with key stakeholders providing services that 
could support and facilitate return to work, for example; Centrelink (Australian government 
portal for income support), TAFE NSW (largest vocational education and training provider in 
Australia) and Spinal Outreach Service (community-based specialist multidisciplinary team 
that follows a person with SCI for 12 months after discharge from hospital).  
 
In ensuring continuity of appropriate vocational rehabilitation post-discharge, referral to 
external service providers were carried out as needed and based on each person’s choice. This 
was done together with provision of information to patients and SCI unit clinical team about 
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Australian Commonwealth and State funded services and programs that support return to work 
or study. In addition, the VCs’ roles involved communication, reporting and documentation as 
part of the multi-disciplinary clinical team as well as for the research evaluation and other 
agencies such as the funding organisation.  
 
3.2.4.2 Other key program contexts 
 
1. Local vocational rehabilitation services 
 
Vocational rehabilitation services are provided in Australia by a range of for profit and not-for-
profit providers, who are contracted by the federal government and can include assessment, 
case management, job redesign, job matching and placement and ongoing support (Buys et al., 
2014). Employment settings for service provision commonly include rehabilitation agencies, 
compensation agencies, educational institutions, private practice and not-for-profit community 
rehabilitation organisations and the qualifications requirement can vary from one agency to 
another (Matthews et al., 2010). The job titles can also vary from rehabilitation counsellor, case 
manager, vocational rehabilitation specialist, disability or injury management consultant, 
rehabilitation provider or rehabilitation consultant (Harrison & Allen, 2002).   
 
In Australia, the Disability Employment Services (DES) sector started offering VR services 
such as job seeking, placing and supporting services for people who experience long-term 
health conditions, including chronic conditions and disabilities at the beginning of 2010 as part 
of the National Disability Strategy (Buys et al., 2014). DES is federally funded as a separate 
service from the mainstream Job Services Australia (Byrnes & Lawn, 2013). However, recent 
reviews suggested that perhaps the current DES workforce may not have the required skills to 
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fully meet the needs of the populations they serve given the variable levels of training coupled 
with growing burden of chronic conditions. It has been recommended that practitioners need to 
focus increasingly on individualized service delivery, where the client has significant control 
over decisions about their rehabilitation program (Buys et al., 2014; Byrnes & Lawn, 2013). 
 
3.2.4.3 Australia Income Support System (focusing on Disability Support 
Pension (DSP) 
 
The Australia’s tax-benefit system has a progressive personal-income tax schedule with welfare 
being financed largely out of taxes rather than social insurance charges. Benefits are 
predominantly means-tested rather than universal. There are two core benefits for the 
unemployed (‘Newstart’, and the Youth Allowance and Parenting Payment) and one main form 
of cash support for people with permanent disability (the Disability Support Pension/DSP) 
(Hemmings & Tuske, 2015). Since 2006, there has been a welfare reform agenda in Australia, 
whereby any person with a disability applying for income support is referred for a job capacity 
assessment through which barriers to work and appropriate interventions are identified and 
implemented to improve work capacity including referral to a vocational rehabilitation program 
(Buys et al., 2014).  
 
In Australia, disability for the purposes of income support is defined as a physical, intellectual 
or psychiatric condition that stops a person from working. The Australian Department of 
Human Services outlines the eligibility criteria for DSP,20 including: “being aged between 16 
                                                 
20 https://www.humanservices.gov.au/customer/services/centrelink/disability-support-pension / last accessed 7 
March 2017 
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years of age and Age Pension age (currently set at 65 and gradually increasing to 67 years)21, 
and either permanently blind, or have been assessed as having a physical, intellectual, or 
psychiatric impairment, and unable to work, or to be retrained for work, for 15 hours or more 
per week at or above the relevant minimum wage within the next two years because of the 
impairment”.  
 
Besides the financial support, the DSP can also provide other additional benefits, such as the 
pensioner concession card which lowers the cost of some goods and services such as the cost 
of medications, electricity, gas, water bills and public transport. However, the pension is means-
tested with income and assets tests. A DSP recipient can work for up to 30 hours a week and 
continue to receive a part pension, depending on the income earned. There is a taper rate of 50 
cents (reduction) for each dollar earned over $164 per fortnight and if one earns enough income 
the payment reduces to $0. As an example, given that the maximum pension amount for a single 
person is $877.10 per fortnight, the cut-off point is when the total income earned per fortnight 
reaches $1,918.20. Moreover, if one works for 30 hours or more, the payments and benefits can 
be stopped.22 It has been suggested that this policy can be a work disincentive (Marini, Lee, 
Chan, Chapin, & Romero, 2008; Markussen & Roed, 2014; Moore, 2015) and also contributes 
to ‘poverty trap’ (Stapleton, O'DAY, Livermore, & Imparato, 2006).   
 
However, there has been a recent review that, if a DSP recipient starts working for 30 hours a 
week or more, their DSP may be suspended (that is, held open) for up to two years, rather than 
cancelled. This means that if the person starts working less than 30 hours a week within two 
years of their DSP stopping, they can return to DSP without having to be reassessed. People 
whose DSP stopped due to working 30 hours a week or more continue to have access to the 
                                                 
21 https://www.humanservices.gov.au/customer/services/centrelink/age-pension / last accessed 20 March 2017 
22 https://www.humanservices.gov.au/customer/enablers/income-test-pensions / last accesssed 7 March 2017. 
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Pensioner Concession Card for a year from their DSP stopping.23 
 
The cost to Australia of unemployment among people with a disability in terms of disability 
benefits is considerable, particularly given that the number of disability pension recipients has 
increased considerably in the last few decades (Burkhauser et al., 2014). The reasons for this 
may include the increase in the ageing population, increases in the retirement age for women 
and men, lower mortality rates following accidents and potentially the growing attractiveness 
of disability pension compared to other income support payments (McVicar & Wilkins, 2013). 
It is feared that in the absence of fundamental reforms focused on return to work, Australia 
could be one recession away from disability benefit blowout (Burkhauser et al., 2013). 
 
3.3 Methodology of evaluation 
 
3.3.1 Introduction to the evaluation 
 
Evaluation has been defined to consist of “making a value judgment on the worth of an 
intervention or of one of its components by implementing a methodological apparatus aimed at 
providing and interpreting scientifically valid and socially legitimate data so that the different 
stakeholders, which may have different values and interests, may be able to take a stand and 
construct a judgment which may lead to action” (Champagne & Rivard, 2016). It is again 
highlighted and emphasised here that the early vocational service provision occurred (naturally) 
and was incorporated as part of the inpatient rehabilitation activities, while the evaluation of 
                                                 
23 Working and receiving Disability Support Pension (https://www.dss.gov.au/disability-and-carers/benefits-
payments/working-and-receiving-disability-support-pension / last accessed 5 March 2018). 
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the program ran as a separate parallel activity. Both the intervention program and the evaluation 
were funded by a statutory state government agency (NSW icare lifetime care).  
 
The design and planning of the evaluation commenced in October 2010 in preparation for the 
start of the enrolment which began in March 2011. The evaluation team was led by a senior 
academic and clinician, rehabilitation physician (Professor Ian Cameron), and included a senior 
spinal injury rehabilitation physician and academic (Professor James Middleton), a senior 
academic psychologist with interest in vocational rehabilitation (Professor Gregory Murphy) 
and a qualitative methodology advisor (Dr Belinda Garth). The first two members are also my 
PhD supervisors.  
 
3.3.2 My personal background and interest  
 
My background is in medicine with specialisation in rehabilitation medicine. I completed my 
Clinical Master of Rehabilitation Medicine in 2005, part of which included completing a 
research project on ‘return to work after SCI in Malaysia’. The key findings of my master’s 
thesis have been published in three separate articles in a peer reviewed journal (Spinal Cord). 
Essentially my nationwide cross sectional telephone survey established that vocational 
outcomes, including return to full time paid work (Ramakrishnan, Chung, Hasnan, & Abdullah, 
2011), time taken to return to work (Ramakrishnan, Mazlan, Julia, & Abdul Latif, 2011) and 
earnings (Ramakrishnan, Loh, & Omar, 2011) were suboptimal for individuals living with SCI 
in the community. 
  
Upon completing my clinical masters, I worked as a Rehabilitation Physician, mostly at a major 
university (teaching) hospital in Malaysia, with an academic, research and clinical focus and 
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interest in spinal cord injury and chronic pain. Given my continued involvement and interest in 
research, particularly qualitative research, I participated at many conferences, seminars and 
workshops, partly also to equip myself for a future PhD level related research project.  
 
In one of my publications (as outlined above), I posed the question of “how soon after a major 
disabling condition (such as spinal cord injury) is it too soon or premature to discuss and plan 
return to work” (Ramakrishnan, Mazlan, et al., 2011) as there was neither consensus nor 
evidence to guide this process. The opportunity presented itself with this early intervention 
vocational rehabilitation project evaluation, whereby I was offered a partial scholarship to join 
the team in carrying out this multi method evaluation project in answering (among others) this 
question of appropriateness and timeliness of early vocational intervention for individuals with 
recent onset SCI. 
 
I was involved as one of the evaluation team members as a PhD student and co-researcher with 
John Walsh Centre for Rehabilitation Research (JWCRR), University of Sydney. The team was 
overall responsible for planning, designing and implementation, analysis and reporting of the 
evaluation. I started communicating with my main supervisor (Professor Ian Cameron) in mid-
2012 expressing my interest and desire to pursue a PhD project with the (then) Rehabilitation 
Studies Unit (now renamed JWCRR), University of Sydney. Acknowledging that an early 
intervention program for individuals with SCI was already underway and that my master’s 
thesis was in a similar area, I was offered to join the team, pending scholarship and academic 
applications with University of Sydney. I was able to secure a partial scholarship from 
Rehabilitation Studies Unit in February 2014 and commenced my PhD in March 2014.  
 
Throughout the four years of my PhD, as a member of the project team, I was actively involved 
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in the weekly PhD research and monthly project meetings and many other roles as well, such 
as complete quantitative and qualitative data analysis, report writing, conference presentations, 
responding to relevant policy submissions and ensuring the findings of the evaluation were 
published in timely manner. My PhD thesis is a comprehensive and in-depth evaluation of the 
early intervention program, including comprehensive review of the evidence base and literature 
support for the intervention, as well as the assumptions behind the implemented early 
intervention program (see Chapter 2: Literature Review). I will also be critically reviewing the 
design and methodology of the evaluation in the Discussion chapter, with the aim of informing 
the interpretation of the evaluation’s findings as well as contributing to future research in this 
field. Both the quantitative and the qualitative components of this program’s evaluation are 
described below. 
 
3.3.3 Quantitative evaluation 
 
The main objective of the quantitative evaluation was to answer whether early vocational 
intervention provided in the inpatient hospital setting will improve vocational outcomes. This 
evaluation utilised the Australian Bureau of Statistics definition of employment being those 
above the age specified for measuring the economically active population, engaged in some 
economic activity (work) either in paid employment or self-employment, during a specified 
reference period. The notion of 'some work' is interpreted as work for at least one hour per 
week.24   
 
                                                 
24 Labour Statistics: Concepts, Sources and Methods, 2006 
(http://www.abs.gov.au/ausstats/ABS@.nsf/2f762f95845417aeca25706c00834efa/47bfb611a97c91f2ca25710e0
07321c6!OpenDocument / last accessed 5 March 2018). 
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3.3.4 Definition of employment 
 
Defining ‘employment’ seems to be among the most contentious issues in return to work studies 
(Young & Murphy, 2009). The International Classification by Status in Employment (ISCE-
1993) recognizes two types of employment and they are defined with reference to the distinction 
between ‘paid employment’ and ‘self-employment’.25  
 
Paid employment are those jobs where the incumbents hold explicit (written or oral) or implicit 
contracts and are typically remunerated by wages and salaries. There are also various other 
associated perks and benefits, among others include holiday, health and retirement packages. 
Self-employments refer to those jobs where the remuneration is directly dependent upon the 
profits derived from the goods and services produced. The incumbents make the operational 
decisions and retain responsibility for the welfare of the enterprise.  
 
The employed are defined as all persons within a specific age group whom during a specified 
period were in one of the above categories. This follows the resolution concerning statistics of 
the economically active population adopted by the Thirteenth International conference of 
Labour Statisticians in Geneva, 1982. This forms the basis for ABS’s employment statistics, 
which is also used for the purposes of this evaluation. This evaluation utilised the Australian 
Bureau of Statistics definition of employment as this definition is congruent with the 
International Labour Office’s accepted definitions. Most studies use narrow definitions of 
legally working for pay only, whereas others include student and those in training or sheltered 
                                                 
25 International Classification by Status in Employment (ISCE-1993) (http://www.ilo.org/global/statistics-and-
databases/standards-and-guidelines/resolutions-adopted-by-international-conferences-of-labour-
statisticians/WCMS_087562/lang--en/index.htm / last accessed 5 March 2018). 
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workshops. Among the standardized definitions of employment statuses as defined by ILO 
include ‘labour force participation rate’, whereby those in labour force are those ‘employed’ or 
‘actively looking for work’ and those defined as not being in the labour force are those ‘not 
working’ and ‘not looking for work’. This is said to minimize ambiguity associated with 
interpretation of obtained employment rates. However, this definition is rarely used in the return 
to work literature. 
 
3.3.5 Quantitative evaluation method – employment survey / 
questionnaire 
 
The vocational rehabilitation services were available to every person with SCI admitted to any 
of the three SCI units during the two-year period (1st June 2011 to 31st May 2013) regardless of 
cause of injury and time since injury. It was anticipated that there will be approximately 150 
participants enrolled in the evaluation over the 2 year (prospective cohort) study period, based 
on an estimate of 130 admissions per year in the last 7 years, with less than 60% rate of 
participation in evaluation (20% decline participation and 20% with no return to work 
expectations). 
 
The program only required the individual to be above 16 years of age and medically and 
psychologically stable (deemed by consensus by the treating team) to participate and having or 
willing to work towards, a vocational and or educational goal. The evaluation of the program 
ran in parallel with the early intervention program and the vocational coordinators identified 
and recruited participants who had recent SCI (less than 6 months from onset), who were 
Australian citizen or permanent resident, not requiring an interpreter due to difficulty in 
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communicating in English and willing to participate in the evaluation. Participation in the early 
intervention program was distinct from participation in the evaluation of the program, which 
required written consent followed by baseline and subsequent two follow-up interviews at 12 
and 24 months from injury onset.  
 
The survey instrument/questionnaire was designed with the aim to collect demographic, 
vocational and injury related information. There are many ways to capture employment 
outcome’s variable, potential definitions of which, have already been discussed above. For the 
purposes of this evaluation, 11 options were provided for selection namely; employed full time, 
employed part time, voluntary work, sheltered employment, domestic duties, student or in 
training, unemployed and in rehabilitation, unemployed and looking for work, unemployed and 
not looking for work, retired and ‘others’ option. These options were thought to best represent 
the possible outcomes relevant to the study population.    
 
The questionnaire collected information about occupation type following the classification used 
in the Australian and New Zealand Standard Classification of Occupations.26 Additionally it 
also had open ended questions about the actual duties performed at work as well as opinion of 
participants about the anticipated challenges around return to work (in general as well as 
previous occupation). The baseline and follow-up (12 and 24 months) survey questionnaires 
are attached in the Appendix E for reference. 
 
The questionnaires were either posted or emailed to the participants (according to their stated 
preferences at baseline) with two reminder phone calls and/or emails. The vocational options 
                                                 
26 Australian and New Zealand Standard Classification of Occupations, 2013, Version 1.2. Retrieved from 
http://www.abs.gov.au/ANZSCO last accessed 15 March 2017 
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in the questionnaire did include the number of hours worked per week to distinguish between 
part-time and full-time work, however, this information was not consistently captured between 
baseline and follow-up interviews for subsequent meaningful data analyses. Further, whether 
the participant returned to same employer, same job or modified work and so on, was also not 
well tracked for comparison. Additionally, the question regarding wages earned and duration 
of employment was poorly answered (many missing values), while the information regarding 
other characteristics of employment (e.g. time to first job, number of jobs and job endings) were 
also not captured. 
 
The vocational coordinators kept track of the program participants’ progress and provided 
information such as time of program commencement, duration of involvement in the program 
(both inpatient and post-discharge follow-up via phone calls), hours and type of services 
provided, whether it was pre-vocational counselling, administration (assessment etc.), 
vocational services (workplace visit, etc.) or others (uncategorised). The program cost 
information was obtained from the funding agency (icare lifetime care) and reported in the 
results section and represents cost in Australian dollars between 2011 and 2013.  
 
3.3.6 Program and evaluation population 
 
The total number of all patients with SCI (traumatic and non-traumatic) admitted to the three 
spinal cord injury units in NSW during the two-year study period from June 2011 to May 2013 
was 328, out of whom 168 (51%) participated in the early integrated vocational rehabilitation 
program. A total of 160 patients did not participate due to being deemed not medically and or 
psychologically stable for early vocational rehabilitation interventions by (consensus of) the 
multidisciplinary treating team and/or not having any vocational or educational goals (chiefly 
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due to being past retirement age n=75).  
 
Participation in the early intervention program (n=168) was distinct from participation in the 
evaluation of the program (n=100), which required written consent followed by baseline and 
subsequent two follow-up interviews at 12 and 24 months from injury onset. Upon enrolment, 
all the 168 program participants were screened for potential participation in the evaluation of 
the program; however, 54 were excluded due to being more than 6 months since injury. In 
addition, there were 14 patients who declined to participate in the evaluation, leaving a final 
group of, 100 inpatients who provided consent to be involved in the evaluation of the program 
(see subject recruitment flow chart in Figure 1).   
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Not referred for participation due 
to various medical and 
psychological issues (n=85) & 
retired age pensioners with no 
vocational goals (n=75)  
Not included in the evaluation 
due to being > 6 months post 
injury (n=54) & declining 
participation (n=14) 
Identified and consented to 
participate in evaluation of the 
program (n=100) 
Identified for participation in 
early intervention by team based 
consensus (n=168) 
Patients admitted to 3 spinal 
injury units in NSW Australia 
between June 2011 and May 2013 
(n=328) 
Figure 1: The flow chart for program and evaluation participation 
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In summary, it is crucial to emphasize here that the early intervention vocational rehabilitation 
program was provided as part of the usual services provided in the inpatient hospital settings 
while the evaluation of this program was carried out as a separate research/evaluative activity 
by our research team. Specifically, the selection of participants for this program was carried out 
informally, on a case to case basis by the treating team using a team-based consensus process 
in deciding whether the program was appropriate for the inpatient with SCI (regardless of 
compensation status and time since injury). However, for the purposes of the evaluation, only 
those with recent (less than 6 months) acquired SCI and consenting to participate in the 
evaluation were included.  
 
3.4 The qualitative program evaluation: methodology and 
methods  
 
Qualitative methods were selected to answer the other two key research questions about context 
and process. Those were the following: is early vocational intervention appropriate for newly 
injured (less than 6 months) individuals with SCI, particularly with regards to concerns about 
adjustment? And can vocational intervention services be integrated and provided by vocational 
coordinators working within an inpatient multidisciplinary SCI rehabilitation setting? 
Qualitative methods of key informant interview and focus group discussion were selected as 
tools to answer these questions as opposed to conducting a quantitative survey, given the 
limitations of pre-selected variables and even, open-ended questions of survey instruments to 
ascertain causal mechanisms and explore what can be learned about ‘meanings’ participant give 
to events and also provide room for the unanticipated findings (Sandelowski, 2000). 
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A qualitative description approach (Sandelowski, 2010) was chosen as the research 
methodology because it allowed for a straightforward description of the phenomenon under 
focus and it was felt that this aligns well with the objective of this program and its evaluation 
(in informing current practice and policy). This is in line with the construct of direct application, 
in which the credibility of the research is measured by the way in which practitioners use the 
knowledge generated by the research in their practice. Being practice based, therefore, the aim 
was to formulate relevant and useful findings, to evaluate, and to make recommendations for 
improvements (Sandelowski, 2000).  
 
It has been well argued by Margaret Sandelowski, a scholar in the field of qualitative healthcare 
research (Johnson, Onwuegbuzie, & Turner, 2007) that this approach is not a generic qualitative 
methodology and the straightforward description does not mean that there is no rigor in 
interpretation. Description of any kind is unavoidably interpretive, only that here, it is less 
interpretive than, for example, phenomenological research and the data less transformed than, 
for example, grounded theories or Foucault inspired discourse studies (Sandelowski, 2010). It 
is acknowledged that this in no way negates the usefulness and value of the above mentioned 
vigorous methodologies in uncovering deep meanings and building theories, it is just that, it 
was not appropriate given the objectives and goals of the organisation funding the program and 
the needs of the practitioners. 
 
3.5 Qualitative interview participants 
 
Therefore close to completion of the program, a qualitative evaluation was carried out by our 
team of researchers to explore the perceptions and experiences of the key stakeholders, which 
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involved 13 conveniently sampled program participants, all 4 vocational coordinators and total 
of 25 multidisciplinary team members from the spinal cord injury units, who volunteered to 
participate in 3 focus group discussions. The full details of the conduct of the qualitative 
evaluation are presented below, beginning with the various participants’ characteristics. 
 
3.5.1 Individuals with SCI 
 
The participants of this qualitative inquiry were recruited by accessibility (convenience 
sampling). The recruitment and subsequent interviews were carried out by a female, Anglo-
Australian, research assistant with general background in psychology (basic degree). The 
research assistant was recruited specifically for the program evaluation and was not directly 
involved in patient care (as opposed to a few other team members) as this could potentially 
inhibit frank discussions if patients believed that their responses would somehow affect their 
treatment. Any program participants who had a follow-up medical appointment after discharge 
from 1 of the 3 participating spinal cord injury units (Royal Rehabilitation) were contacted by 
telephone (prior to the hospital appointment) and invited to participate in an interview either in 
person or by phone.  
 
3.5.2 Vocational service providers: vocational coordinators 
 
All the vocational coordinators involved in this project (n=4), were also interviewed as key 
informants, close to completion of the program, exploring particularly the overall timeliness, 
usefulness and appropriateness of providing VR services to inpatients with SCI within the 
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hospital setting. These interviews were conducted 15 months into the two-year study’s 
recruitment period at which time 90% of the study participants/inpatients (n=90) had been 
recruited. Two senior (male) research team members, one with extensive experience in the field 
of rehabilitation counselling and another in SCI rehabilitation conducted the in-depth, semi-
structured interviews with the four VCs separately, at one site (Royal Rehabilitation).  
 
3.5.3 Spinal cord injury units’ staff 
 
Towards the end of the program, all the inpatient allied health, nursing and medical staff who 
had worked alongside the VCs providing the services in the three spinal units were invited to 
attend focus group discussion to explore and understand any issues regarding the 
implementation of the program. Three focus groups were conducted onsite at each participating 
SCI unit over the final six weeks of the program period. A total of 25 staff members attended 
the sessions, consisting of 14 from one site, six from another, and five from the last. A diverse 
range of disciplines were represented including management, nursing, physiotherapy, 
occupational therapy, medicine, psychology, recreation therapy, and social work. The majority 
of participants were female with 79% at site one, 67% and 80% at sites two and three, and 73% 
overall. All focus groups were facilitated by the research assistant. 
 
Focus groups were conducted instead of individual interviews due to the large number of 
expected staff participants at each study site as well as the desire to generate group discussion 
to investigate the different experiences and opinions. Additionally, it is within the context of 
the multidisciplinary rehabilitation ‘team’ where much of the work of rehabilitation takes place 
and therefore the team’s collective feedback was felt to be ideal in seeking understanding of the 
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integration and provision of early vocational intervention. Ethical approval to conduct the focus 
group discussions was granted by a local human research ethics committee, with all participants 
providing informed consent. All focus groups and interviews were conducted onsite at each of 
the three hospitals, as this was the most convenient and practical setting for the participants. 
 
3.6 Conduct of the interviews 
 
The interviews were semi-structured and predominantly used the same target questions to 
initiate discussion with further probing as required. An interview guide was developed in line 
with the study research questions, consisting of topics and potential questions (as shown in 
Table 4 below). However, it was semi-structured in that only the topics were fixed, but not the 
question formulation, sequence and interviewers’ behaviour. This was to provide space and 
opportunity for the participants to raise issues felt to be relevant and pertinent from their 
perspectives. In addition, not all the questions in the guide were covered or followed 
methodically, but the interview was allowed to be guided by the points or concerns raised by 
the participants. Transcripts of all the interviews were created via audio recordings; the 
interviews were transcribed verbatim, with additional notes created by the interviewers and 
research assistant. 
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Table 4.  Interview guide  
Key issues 
/ Themes 
Patients VCs Staff 
Assistance 
received  
 
Thinking about the 
assistance you received 
as a patient in the 
program, what 
assistance did you find 
the most useful or 
helpful?  
 
Thinking about your 
current situation in 
relation to your pre-
injury situation, what do 
you think has most 
influenced your post-
discharge 
achievements? Is there 
anything that has held 
you back? 
 
What made things easier 
for you to 
consider/return to 
work/study  
 
Did anything make it 
harder for you to 
consider/return to 
work/study? 
 
What was the least 
helpful assistance you 
were offered or 
received?  
 
Do you think having 
more or different staff 
As a coordinator, how do 
you feel about the 
direction of the program? 
 
How confident are you 
about being an effective 
contributor to the 
program success? 
 
Are there any areas of 
Vocational Rehabilitation 
where you feel out of 
your depth or unsure? 
 
As a staff member, 
were there any ways 
in which the program 
has been problematic 
or disruptive for you? 
(E.g. communication, 
patient timetables). 
 
What was the level of 
impact The program 
had on your 
department staff in 
carrying out your day-
to-day jobs.  
  
How could this be 
helped (assistance, 
support, 
communication). 
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would have improved 
The program service? 
Timeliness 
of 
intervention  
 
-     What did you think 
about the timing of the 
assistance you received?  
 
Did you feel like 
anything was too soon? 
 
-     How about too late?   
What did you think about 
the timing of the 
program?  
 
Did you feel like 
anything is offered too 
soon? 
 
How about too late?   
 
Perhaps the most 
novel feature of the 
program is that it is a 
very early 
intervention. How do 
you feel about the 
timing of The 
program for spinal 
patients?   
 
Do you think the 
intervention is 
delivered too early, 
too late or just right? 
Perceived 
assistance 
required 
but not 
provided  
 
Was there any help you 
would have liked that 
wasn’t offered? 
 
Are there other services 
you think should be 
included in the program? 
 
What other patient needs 
have you noticed which 
the program doesn’t 
address, but which 
impact on vocational 
progress of patients?  
Did you encounter 
any role conflict, 
where you felt 
pressured or expected 
to do things outside 
your job description 
as a result of the 
program? 
 
Value of 
the 
program  
 
  Thinking about the 
patient’s experience, 
in your view what do 
you think have been 
the most valuable 
services that have 
been provided to them 
by the program?  
 
Do you think the 
patients valued the 
service?  
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Were there any 
elements missing? 
  
Is there anything that 
could be changed or 
added to the program 
to better help patients? 
Exit 
Questions  
 
Are there any other 
issues with the program 
that we haven’t 
mentioned yet?  
 
Are there any wider 
issues (such as 
Centrelink issues, 
Insurance matters etc.) 
that impacted your 
experience  
(a)    as a program 
participant? 
(b)   post hospital 
discharge? 
 
Are there other 
comments you would 
like to make about your 
experiences with the 
program? 
Are there any other 
issues with the program 
that we haven’t 
mentioned yet?  
 
Are there wider issues 
that impacted negatively 
on the operation or 
achievements of the 
program? 
 
Are there other 
comments you would 
like to make about your 
experiences coordinating 
the program?  
 
Any general 
comments about being 
a staff member on a 
ward offering The 
program as an 
intervention?  
 
Any wider issues that 
have impacted on you 
or that haven’t been 
mentioned? 
 
Having worked on a 
ward with the 
program for a year 
now, would you 
recommend it to other 
professionals in your 
field? Would you 
recommend it to 
patients?   
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3.7 Analysis  
 
Thematic analysis was used as a method for identifying, analysing, and reporting patterns 
(themes) within both the interview and focus group discussion data. It was conducted within an 
essentialist / realist paradigm, which reports experiences, meanings and the reality of 
participants, whereby a relationship is assumed between language, meaning and experience and 
that language reflects and enables articulation of such meaning and experience (Braun & 
Clarke, 2006). This approach allows an accessible and theoretically flexible way to analyse 
qualitative data and is consistent with the qualitative description methodology as described by 
Sandelowski ( 2010). Additionally, it has also been recommended for health services research 
to produce findings that can be applied to practice as well as to lead to potential new research 
questions (Kelly, 2010). Therefore, it was deemed most appropriate given the main concern of 
the funding organisation (icare lifetime care), being the question of whether funding for early 
vocational services be continued, and if so, to identify issues for resolution and improvement 
of services.  
 
In this analysis, both deductive and inductive approaches were used, in that, a deductive 
approach was informed by the main issues related to the objectives of this evaluation and 
therefore the questions that were asked, namely the issues of timeliness or patient readiness in 
relation to early intervention, the inpatient hospital context, integration of services, value of the 
services and the service providers themselves (vocational coordinators). While in the inductive 
or bottom up approach the themes identified may bear little relationship to the specific questions 
that were asked of the participants, but are still strongly linked to the data themselves and 
represent an important perspective or issue (Braun & Clarke, 2006). Analysis of data included 
examination of any negative cases (disagreement / disconfirming views) to avoid identifying 
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only areas of consensus in the group. 
 
The first step involved in this analysis is data familiarisation or immersion – reading and re-
reading the transcripts, including checking the transcripts back against the original audio 
recordings for accuracy, to generate a list of initial ‘codes’. A ‘code’ is an initial idea, thought 
or impression about what the data is ‘saying’ in response to the interview questions, also what 
is interesting about them, representing the most basic segment or element, of the raw data. 
 
The process of reading and re-reading of all transcripts involved identifying, highlighting and 
making notes about the data (using the ‘comment’ function of Microsoft word document), 
focussing on the responses, answers and reactions in relation to the two overall aims of the 
qualitative evaluation. This process was repeated many times at different intervals to recognise 
(see) an important comment, response or point and a list of codes was generated and collated 
by participant groups.   
 
The subsequent steps involved the more interpretive act of identifying and naming of ‘themes’. 
A theme can be described as “a pattern in the information that at minimum describes and 
organises the possible observations and at maximum interprets aspects of the phenomenon” 
(Fereday & Muir-Cochrane, 2006). It captures the essence or something important about the 
data in relation to the research question, and represents some level of patterned response or 
meaning within the data set especially one that captures the qualitative richness of the issues 
being explored (Braun & Clarke, 2006).  
 
In this process, the different codes were organised, sorted and grouped into potential themes. 
However, this was not an exhaustive process of trying to fit all the codes into themes, rather it 
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was an act of seeing, selecting and combining what represents key elements in response to the 
objectives of the evaluation. Essentially, this process involved analysing the codes, seeing their 
relationship to one another and considering how different codes may combine to form an 
overarching theme. A single comment was considered as important as those that were repeated 
or agreed on by others within the group, particularly if it was a very unexpected, poignant, 
interesting or challenging point in the identification of themes.  
 
It also involved grouping and organising themes based on participants groups and then, across 
the participant groups (i.e. overall) to then compare, contrast and synthesise the results. To 
ensure the validity and reliability of interpretations, emerging themes were also presented to 
the research team for feedback, comments and suggestions. All the researchers had access to 
all audio recordings and transcripts. Finally, a review of the themes and final organisation of 
these findings/themes in a report form, as thematic statements (as will be described below) was 
carried out. 
 
3.7.1 Thematic statements     
 
Qualitative research findings (in particular) can be either too abstract and out of this world to 
be of any practical value or simply an elaborate exercise of restating the obvious (Sandelowski 
& Leeman, 2012). Particularly in healthcare qualitative research, many have been said to have 
fallen into the rut of reporting (usually) three themes uninformed or unlinked to any theory and 
with little, if any, practical relevance. To avoid this, the thematic statement as proposed by 
Sandelowski (Sandelowski & Leeman, 2012) was used in presenting the findings of this 
evaluation. 
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The use of thematic statement is a way of presenting the findings clearly, stating in one or more 
complete declarative sentences the researcher’s syntheses and coherent integrations of the 
disparate pieces of data that constitute the findings (Sandelowski & Leeman, 2012). These 
statements summarise key ideas while preserving the complexity of the phenomena these ideas 
were meant to represent and could potentially form the conceptual linkage of a theory, as well 
as being amenable to uncovering causal mechanisms (Sandelowski & Leeman, 2012). The 
statements are also framed in such a way that they could be linked directly or indirectly to 
actions such as practice or policy change. 
 
In summary, the qualitative evaluation of this program was carried out to understand the 
important context and process related issues of providing early vocational services within the 
hospital setting by vocational coordinators. This was achieved by interviewing these key 
stakeholders via one on one in-depth interview, as well as via focus group discussions, guided 
by a list of questions prepared to answer the key evaluation questions and then subsequently 
analysed thematically and interpreted and brought together in the form of thematic statements.  
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CHAPTER 4: RESULTS 
 
The results of the evaluation of this early intervention vocational rehabilitation (VR) program 
will be presented to answer the three key interrelated questions regarding context process and 
outcomes, which are listed in the Table 5 as below. 
 
Table 5.  Three key evaluation questions 
Evaluation 
component 
Question 
1. OUTCOME 
Will early intervention eventually improve employment outcomes 
and what are the cost implications?  
2. CONTEXT 
Is early vocational intervention appropriate for newly injured (less 
than 6 months) individuals with SCI, particularly with regards to 
concerns about adjustment?  
3. PROCESS 
Can vocational intervention services be integrated and provided by 
vocational coordinators working within an inpatient 
multidisciplinary SCI rehabilitation setting?  
 
4.1 Quantitative component (vocational outcomes) 
 
4.1.1 Evaluation participant characteristics 
 
One-hundred participants were included in the evaluation and followed up at 12 and 24 months 
(from the time of injury) using the purpose-designed questionnaire. The participant 
characteristics at baseline during inpatient rehabilitation are presented in Table 6. Time post 
injury at baseline (program inception) averaged around 80 days (median 61 days) with almost 
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one-third commencing program within the first month after injury. The participants’ average 
age was 36.9 ± 16.2 years (mean and SD) and the majority were male (82%), unmarried (56%) 
and spoke English as first language (89%). Approximately half (n=53) had sustained a traumatic 
SCI, with motor vehicle crashes being most common (n=34). Eleven individuals sustained a 
high tetraplegia (C1 to C4 levels) with American Spinal Injury Association Impairment Scale 
(AIS) grades of A, B or C and 28 individuals had an AIS grade D (of all levels), representing 
the two ends of the functional limitation spectrum related to SCI. 
 
At the time of initial interview, slightly more than one-third (35%) of participants were 
dependent on government (‘Centrelink’) welfare benefits, another third were on some form of 
sick leave/employee benefits, while the other third was financially dependent on self, family 
and/or carer. Less than half (39%) of the participants had private health insurance. Only 70 
participants provided weekly household income data, out of which 26% (n=18), reported to 
have income less than the national poverty levels,27 whereby 16 single persons reported having 
an income of less than $400 a week and 2 persons (married with dependants) reported less than 
$800 (below the poverty level for a family). Overall (assuming one-person income per 
household) one third (n=23) of the reported incomes were below the 2012-2013 minimum wage 
of $606.40/week.28 
   
                                                 
27 Poverty in Australia Report. (2016) Retrieved from http://www.acoss.org.au/poverty-2/ last accessed 15 
March 2017 
28 Annual Wage Review 2012-2013. Retrieved from http://www.afei.org.au/node/96766 , last accessed 6 March 
2017. 
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Table 6. Baseline demographics of evaluation participants 
_______________________________________________ 
Category         Total=100   
_______________________________________________ 
Age (mean, SD)   35.9 ± 15.0 
 
Male     82  
 
Education (n=99) 
 High School   51 
 University/College  42 
 Post Graduate     6 
 
Marital status 
 Single    56 
 Married   38 
 Separated     6 
 
Cause of Injury 
 Motor vehicle accident 34  
 Fall    16  
 Work-related injury    7    
 Others/unknown  27  
 Non-traumatic  16  
 
ASIA Impairment Scale (AIS)* 
 Grade A   33     
 Grade B   22       
 Grade C     9 
 Grade D   28 
 Missing/unknown    8 
 
AIS* & Neurological level 
 High (C1-C4) AIS A,B,C 11 
 Low (C5-C8) AIS A,B,C 23 
 Paraplegia AIS A,B,C 30 
 AIS D (all levels)  28 
 Missing     8 
 
FIM# Total (median, IQR)  76.5 (60.2, 116.7) 
(At discharge from rehabilitation) 
______________________________________________ 
*AIS – American Spinal Injury Association Impairment Scale 
#FIM – Functional Independence Measure  
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4.1.2 Study attrition rate 
 
The final number of participants in the program’s evaluation (n=100) is below the anticipated 
target of 150, limiting the potential for some statistical analyses such as regression analysis 
especially given further attrition at 12 and 24 months. The 2-year attrition rate in this evaluation 
was 22% (n=22), with the majority of this occurring at the 12-month follow-up (n=20), giving 
a final sample of 78 out of 100. The reasons for attrition were: subject withdrawal (n=6), death 
(n=2), moving out of state (n=2) and not responding to postal, email and/or phone requests for 
completion of questionnaires (n=12). An examination of key demographic and injury-related 
factors between subjects who withdrew or were lost to follow-up and those completing the 
study revealed no meaningful differences. 
 
4.1.3 Vocational Rehabilitation (VR) Service Provision 
 
Participants were involved in the program for a mean duration of 14 (SD ±9) weeks (median 
11 weeks, min 3 weeks, max 39 weeks), being followed up post-discharge from hospital by the 
vocational coordinators (by phone) for a mean period of 4 (SD ±5) weeks (median 3 weeks, 
min 0 weeks, max 19 weeks). The provision of program services was found to fall into three 
main categories; administration, pre-vocational counselling services, and vocational services 
(such as workplace visits etc.).  
 
The vocational coordinators (VCs) recorded a mean total of 14.6 hours delivering program 
services to their participants (n=94, SD ±15.9 hours, median 9 hours; min 1 hour, max 75.2 
hours). This total was comprised of 3.1(SD ±4.8) hour (max 27.9 hours) for administrative 
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tasks; 5.1 (SD ±5.8) hours for pre-vocational counselling activities (max 27.7 hours) and 3 (SD 
±6) hours (max 46.3 hours) for vocational activities; and 13.6 (SD±12.3) hours of uncategorised 
time that was recorded for participants in the first six months of the program up to November 
2011. A considerable amount of the face-to-face time with inpatients was spent exploring the 
demands of various vocational options, which often involved the person with SCI and VC 
exploring what is required for work (based on experience, specific job duties, training and 
workplace modifications), undertaking work place visits, transport trials and testing physical 
functioning with hands-on trials of simulated work activities or modified equipment on the 
rehabilitation ward. However, there were no significant differences in the total hours received 
by the group who had regained paid employment (n=29 /median 9.8 hours/range: 1–78 hours) 
compared with the unemployed group (n= 55 /median 9.3 hours/range: 1-90 hours).  
 
4.1.4 Return to work rates at 12 and 24 months 
 
The overall return to employment rates in this study were 41% (95% Adjusted Wald Confidence 
Interval of 31% - 52%) at 12 months and 55% (95% Adjusted Wald Confidence Interval of 
44% - 65%) at 24 months. By two years post-injury, 3 individuals had retired, 11 had dropped 
out of the labour market and only 3 were still looking for work, while the overall number of 
students doubled as shown in Table 7. 
  
87 
 
Table 7. Employment status before injury and at 12 and 24 months after injury (n%)  
_____________________________________________________________________ 
Status   Pre-injury   12 months  24 months 
   (n=100)   (n=80)   (n=78) 
_____________________________________________________________________ 
Employed  87 (87.0)   33 (41.2)  43 (55.1) 
 
Voluntary work       -      3   (3.8)  2   (2.6) 
 
Student/training    5 (5.0)   12 (15.0)  10   (12.9) 
 
Domestic duties       -      2   (2.6)  3   (3.8) 
 
Unemployed     4 (4.0)   5   (6.2)    3   (3.8) 
(seeking work) 
 
Unemployed         -      13 (16.2)  3   (3.8) 
(in rehabilitation) 
 
Unemployed     3 (3.0)   8   (10.0)  11 (14.2) 
(not seeking work) 
 
Retired     1 (1.0)     4   (5.0)    3   (3.8) 
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4.1.5 Changes in job status over time 
 
At the time of injury, 87 persons were in employment as shown in Table 7 outlining the specific 
vocational status of participants before injury, and at 12 and 24 months post-injury. Among 
those who were employed pre-injury, 27 (31%) and 34 (39%) were still employed at 12 and 24 
months, respectively. In other words, by two years post-injury, 53 (61%) jobs had been lost, 
suggesting that return to pre-injury job after such a prolonged period of work absence was not 
feasible and taking into account the limitation of some missing data. At the time of injury, there 
were 5 students and 3 of them became employed by 24 months (in the professional, managerial 
and sales types of occupation), one remained a student and the other was unemployed and not 
looking for work.  
 
As for those who were unemployed and looking for work before injury (n=4), the outcomes at 
24 months post-injury were also varied, with one person becoming employed (as a manager), 
one person doing voluntary work, and the two others being unemployed and lost to follow-up. 
Similarly varied were the outcomes for the three persons who were unemployed and not looking 
for work prior to injury, but then agreeing to participate in the program with vocational and/or 
educational goals. Of these, only one person was performing voluntary work at 24 months, one 
was still in a rehabilitation program and the other person had dropped out of the study. 
Incorporating the above outcomes, it can be surmised (acknowledging the limitation of missing 
employment data on follow-ups) that of the 12 people, who were not employed and had not 
retired at the time of their injury, four new jobs (25%) were created in professional, managerial 
and sales occupations at the end of 2 years.  
89 
 
4.1.6 Factors associated with employment outcomes 
 
Based on the reviewed literature, many factors were tested for association with return to work 
at 12 months. However, none were statistically significant (all p>0.05), although the categories 
of traditionally associated factors, such as higher education, not being on benefits, having 
private health insurance and working pre-injury, had more persons returning to work 
comparatively. Those who eventually returned to work had vocational services commenced 
earlier, on average about 73 days post injury (SD 63) as compared to those who did not return 
to work, average of 90 days (SD 110). However, the differences were not statistically significant 
(p>0.05). The only factor significantly associated with being employed at 24 months post-injury 
was having worked at 12 months (p=0.010), suggesting employment stability, in that 91% of 
those working at 12 months were still working at 24 months from the time of injury.  
 
4.1.7 Job characteristics 
 
At the time of injury, 30 persons reported their occupation as technician/trade workers, 15 as 
professionals, 11 as managers, 9 as labourers, 7 as sales persons and 6 as machinist/operators, 
with remainder working in clerical/administrative or community/service roles (based on the 
Australian and New Zealand Standard Classification of Occupations).29 Table 8 displays the 
occupational types for persons employed at 12 and 24 months post-injury, respectively. The 
majority of job types involving technician/trade, sales, machine operator and labouring work 
were not retained at either 12 or 24 months post-injury, in contrast to managerial and 
                                                 
29 Australian and New Zealand Standard Classification of Occupations, 2013, Version 1.2. Retrieved from 
http://www.abs.gov.au/ANZSCO last accessed 15 March 2017 
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professional jobs as shown in Table 8. On the other hand, there were more people working in 
clerical/administrative jobs at 24 months compared to baseline.  
 
Among those who maintained their employed status from pre-injury to 12 and 24 months 
(n=12), almost all (n=10) had professional or managerial jobs, while the other two persons who 
had a technician/trade job or worked as a machine operator before injury moved into clerical 
positions at 12 and 24 months. The majority of those who were employed indicated that they 
were in their preferred occupations at both 12 (29/29) and 24 months (24/31).  
 
Table 8. Occupational type before injury and at 12 and 24 months since injury (n,%) 
________________________________________________________________________ 
Status   Pre-injury   12 months  24 months 
   (n=86)    (n=29)   (n=38) 
________________________________________________________________________ 
Manager  11 (12.6)    5 (17.2)    9 (23.7) 
 
Professional        15 (17.2)     10 (34.5)  12 (31.6) 
 
Technician/trade 30 (34.4)      7 (24.1)    3 (7.9) 
 
Community/service   3 (3.4)        -     1 (2.6) 
 
Clerical/admin   5 (5.7)   3 (10.3)    8 (21.1) 
 
Sales        7 (8.0)     1 (3.4)      2 (5.2) 
 
Machinist/operator   6 (6.8)     2 (6.8)    1 (2.6) 
 
Labourer    9 (10.3)               1 (3.4)    2 (5.2) 
____________________________________________________________________ 
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4.1.8 Potentially disadvantaged sub-groups  
 
This evaluation also considered the impact of the intervention on four potentially disadvantaged 
sub-groups based on various factors identified from the reviewed literature. The first group 
(n=60) included those who did not come from a professional or managerial occupation type 
pre-injury. It was anticipated that the physical disabilities resulting from spinal cord injury 
would make return to work and performance in occupations involving technician, trades and 
labour roles difficult and more easily replaced in a competitive labour market due to lack of 
skill specialisation.  
 
The second group (n=11) comprised those who were the most physically disabled and likely to 
require assistance with even basic activities of daily living; that is, those with high level 
tetraplegia (except those requiring permanent ventilation, who were not included in the 
intervention). The third group (n=18) was those reporting incomes below poverty levels, 
anticipating the various socio-economic disadvantages linked with poverty. The fourth group 
relates to mature age and older workers and will be discussed separately in the following sub-
section. 
 
The analysis of employment outcomes by sub-groups (see Table 9) showed that being in a lower 
skilled occupation group (n=60) was marginally associated with poorer employment outcomes 
at 24 months (p=0.048). Furthermore, only 4 were doing similar work in technician/trade 
occupations, with the majority moving to professional, managerial and clerical types of work. 
  
The majority (n=13/18) of those reporting incomes below poverty levels were receiving 
government welfare support at the time of injury, with two persons receiving some form of sick 
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leave/employee benefit payments and the other three being dependent on, self and or family. 
Overall, 8 and 11 individuals from this disadvantaged sub-group were working at 12 and 24 
months respectively. However, only 3 (single) persons provided follow-up income data, 
whereby two individuals were earning slightly more ($400-600) and the other reported the same 
income (less than $400/week).  
 
Whilst the employment rates of this group were not significantly different at 12 and 24 months 
comparatively (Table 9), it remains unknown whether the incomes improved to be above 
poverty levels. On the other hand, it is most concerning that at 12 months there were an 
additional 8 single persons and 1 person with a family reporting below poverty income levels. 
While at 24 months there were an additional 4 low income single persons, giving a cumulative 
total of 28 singles and 3 families (n=31) experiencing distressed income levels, in the 2-year 
period. (At baseline there were 16 singles and 2 families reporting incomes below poverty 
levels). Assuming one-person income per household, more than half of the reported incomes 
(18 out of 32) at 12 months and more than a quarter (7 out of 26) at 24 months, were below the 
national minimum wage of $600/week at the time of study (2012-2013). 
 
Among those from the most impaired group with high tetraplegia (n=11), only one person (with 
a C4 AIS grade A) was working at both 12 months and 24 months post-injury in a professional 
type of work (reported as Information Technology). Another person with C4 tetraplegia (AIS 
grade A) eventually returned to work by 24 months as a pastoral care worker. Overall, these 
findings are of significant concern because of the close association and inter-connectedness of 
joblessness, disability, poverty, lower education levels and lower work skills. The group who 
were not working as professionals/managers had significantly lower educational levels 
(p<0.001) and were younger in age (p<0.001). Similarly, those persons who reported having 
93 
 
incomes below poverty levels were also younger (p=0.004) with less education (p=0.001).  
 
4.1.9 Involvement of mature age (45 to 64 years old)30 and older 
participants (65 years and older) 
 
This early intervention vocational program did not have an upper age limit for participation per 
se, provided that the person during inpatient rehabilitation could identify a vocational or 
educational goal. There were 20 participants aged between 45 and 64 years and of those, 10 and 
7 individuals were employed at 12 and 24 months post-injury, respectively. There were five 
participants aged 65 years or older, 3 of them achieving employment outcomes both at 12 and 
24 months, with the oldest person being a 76-year-old pharmacist. Overall there was one retiree 
at baseline and three at both 12 months and 24 months respectively. The 72-year-old retired 
(pre-injury) toolmaker identified a vocational goal and therefore was involved in the program. 
However, he remained retired at 12 and 24 months as did two other persons (both employed 
pre-injury), one being a carpenter aged 63 years, retired by 12 months and the other was a 57-
year-old farm manager, retiring by 24 months.  
 
  
                                                 
30 Mature Age Workers. Retrieved on 16 March 2017 from: 
http://www.abs.gov.au/Ausstats/abs@.nsf/0/D4CD96E96875500DCA256F7200833041?Open  
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Table 9. Employment outcomes of key subgroups of participants  
____________________________________________________________________ 
Category Total  Employed     p  Employed    p 
    at 12 months   at 24 months 
  (n=100) (n=29)    (n=38) 
____________________________________________________________________ 
Low skilled (n=60)  17 (58.6) 0.364a  20 (52.6)  0.048a  
workers      
 
High  (n=11)    1 (3.4) 0.226b   2 (5.3)  0.642b 
Tetraplegia    
   
Below poverty (n=18)   8 (27.6) 0.914a   11 (28.9)  0.764a 
at injury    
 
Mature age  (n=25)  11 (37.9) 0.324a  10 (26.3)  0.972a 
workers (>45 years)   
______________________________________________________________________ 
Note:  values are number and percent (%).  
The ‘p’ values at the two time points (12 and 24 months) represent differences in outcomes 
between the sub-groups and the rest of the study population. 
p<0.05 significant, a = Pearson Chi Square and   b = Fisher’s Exact Test  
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4.1.10 Perceived challenges around return to work  
 
At baseline (during the inpatient rehabilitation phase), 12 and 24 months post-injury, 
participants were asked about anticipated challenges around return to work and maintaining 
work performance. At baseline, the majority of responses concerned issues that were related to 
mobility, access, transport, driving and physical capabilities, such as poor arm strength and 
dexterity, difficulty or inability to stand, walk, lift, carry, climb, write, use tools/equipment, 
bend, twist and reach overhead. In essence, many individuals were unable to foresee performing 
their job and work-related activities from the wheelchair. Other issues that were raised included 
secondary conditions, such as pain, fatigue, balance, bowel and bladder care, availability of 
jobs locally, housing and childcare. Quite similar challenges were reported at 12 and 24 months 
post-injury, although were perhaps more specific in relation to availability of appropriate 
equipment, such as hoist, home and workplace modifications, standing and sitting tolerance, 
speed of movement, agility, ongoing health issues and the need to manage therapy and doctor’s 
appointments. 
 
4.1.11 Cost of early intervention program 
 
This program was fully funded by the NSW icare lifetime care for the two-year period (June 
2011 to May 2013) including the cost of training of the vocational coordinators to provide 
vocational services for individuals with recent onset SCI. The training was provided by 
Kaleidoscope Consulting International, New Zealand31 in the form of four full days of intensive 
                                                 
31Kaleidoscope – Background and Overview. Retrieved from  
https://nzspinaltrust.org.nz/support/rehabilitation/kaleidoscope-background-and-overview/  
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training (in coaching, mentoring, applied optimism, and so on) and ongoing support via regular 
teleconferences regarding implementation and other related issues. These contracted consulting 
and related services and support over 2 years cost AUD$114,000.  
 
The early intervention vocational services were provided by three vocational coordinators (VC) 
(one each at the 3 sites), and one VC who had been contracted for a relief (maternity leave) 
position (starting six months after the project started and working for nine months). All the four 
VCs worked part-time in this role, around two to three days per week at each of the three sites 
for the two-year period costing AUD$509,450 in salary payments. The other costs including 
the salary are as shown in Table 10 below. 
 
Table 10. Cost of the early intervention program 
Cost Item 
Cost in Australian dollars 
over the 2 year period 2011 – 
2013 
Salary (Four* VCs with the total of 2.2 FTE**) $509,450 
VCs training by Kaleidoscope Consulting International $114,000 
Information Technology fees $16,341 
Phone calls $6,317 
Equipment (computers, software, etc.) $9,246 
Travel and miscellaneous costs  $52,218 
Total $707,572 
*One person is a maternity leave replacement for 9 months 
**FTE – Full Time Equivalent (1 FTE being 40 hours/week work) 
 
In total the early intervention program cost icare lifetime care a total of AUD$707,572 (in 2011 
to 2013 dollars) for the 2-year period. This is not inclusive of the evaluation research cost 
(AUD$445,625), as well as any other costs borne by the participants or family members or costs 
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absorbed by other agencies such as the spinal cord injury units and other government agencies, 
such as the employee assistance fund for purchase of equipment or modification of workplace.32  
 
4.1.12 Crude cost effectiveness analysis   
 
It can be estimated that given the total number of admissions to the three spinal cord injury 
units over the 2-year period (n=328), about half of the patients (n=168, 51%) will participate in 
such a program and (in the best case scenario) between half to two-thirds (44% to 65%) will 
benefit in terms of employment from the early intervention (based on 2 years adjusted Wald 
interval). This 2-year rate is higher than the current employment rate of individuals with SCI 
within the icare lifetime care scheme (i.e. 25% at 2 years post-injury n=18/71) based on an 
unpublished retrospective record review conducted for icare lifetime care with a team of 
researchers.33 It is also substantially higher than the results of another study with a quite similar 
cohort of individuals with traumatic SCI recruited from spinal cord injury units in NSW 
(Murphy, Middleton, Quirk, De Wolf, & Cameron, 2011) that achieved 29% (n=21/72) 
employment outcome at 2 years post-discharge. 
 
However, it is acknowledged that the loss to follow-up (22%) in this evaluation will mean that 
the actual rate of employment is likely to be lower. While participants lost to follow-up did not 
differ in the recorded characteristics to those who were followed up, there are likely to be other 
unmeasured factors (particularly psychosocial) that could influence drop-out as well as return 
                                                 
32 Disability Employment Assistance. Retrieved from https://www.dss.gov.au/our-responsibilities/disability-and-
carers/program-services/for-service-providers/disability-employment-assistance on 16 March 2017 
33NSW Australia, Lifetime Care and Support Scheme: Five and Two Year Outcomes of Participants with Severe (Brain & 
Spinal) Injuries: predictive and comparative analyses. Retrieved on 8 March 2018 from 
https://www.researchgate.net/publication/304129514_NSW_Australia_Lifetime_Care_and_Support_Scheme_Five_and_Two
_Year_Outcomes_of_Participants_with_Severe_Brain_Spinal_Injuries_predictive_and_comparative_analyses  
98 
 
to work.  
 
Additionally, these reported post intervention rates are for a selected sample of individuals with 
vocational and or educational goals and are therefore, not representative of the entire population 
with SCI. Therefore, a crude cost effectiveness projection can be modelled based on both the 
best and worst-case scenarios, given the various limitations and assumptions as shown in Table 
8. Given the small sample size, the Adjusted Wald with 95% confidence interval was used given 
that the interval (also called the modified Wald interval), provides the best coverage for the 
specified interval when samples are less than about 150.34  
 
Incremental cost effectiveness ratio (ICER) is a statistic used in cost-effectiveness analysis and 
is defined by the difference in cost between two possible interventions, divided by the 
difference in their effect measured in terms of difference in gained quality adjusted life-year 
(QALY) (Anderson et al., 2014). The cost is normally taken from the societal perspective (i.e. 
all costs regardless of who pays) and includes costs of interventions, hospitalisations, drugs, 
physician visits, care-giving, equipment, travel and many others. The only contentious issue in 
cost calculation at present is productivity cost such as loss of income, which is not generally 
calculated (Krol & Brouwer, 2014).    
 
Based on the projected estimates as shown in Table 11, the cost per additional person returned 
to work for the best-case scenario i.e. the lower RTW estimate for the population without any 
intervention (25%) was compared to the best RTW estimate with early intervention (65%) and 
vice versa for worst case scenario. Overall the intervention was provided to 168 participants at 
a total cost of $707,572 ($4,211/per participant). Given the achieved vocational outcomes and 
                                                 
34 Confidence Interval Calculator for a Completion Rate. Retrieved from https://measuringu.com/wald/  
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considering the fact that (historically) individuals do achieve some employment outcomes 
without such services, it can be estimated that every extra person returned to employment with 
the early intervention compared with no intervention or usual care may cost anywhere between 
$10,000 to $30,000 per person. 
 
In an estimate for Transport Accident Commission, Victoria, Australia by Access Economics 
(Economics, 2009) cost per individual under the scheme (similar to NSW’s icare lifetime care 
scheme) for the first 2 year period in 2004 to 2008 including healthcare, equipment, 
modification and long-term care costs was $181,072 per injured person. Extrapolating using 
this estimate, it can be assumed that, to be ‘cost effective’ (assuming the best-case scenario and 
without consideration of quality of life-year/QALY calculation), will only require a 5.8 to 15.6 
percent reduction in total healthcare cost per participant in the first two-year period ($10,560 to 
$28,302).  
 
This means that for every extra person returning to work by 2 years post-injury, even a modest 
reduction in healthcare cost per person will recoup almost all the cost spent on the program, 
which is not an unreasonable expectation, given the potential health benefits of employment 
particularly mental health benefits (i.e. an employed person can be assumed to require less 
health care expenditure for physician visits, hospitalisations, medications, etc.). This is a very 
crude estimation of ‘all other things being equal’, in that only the healthcare utilisation cost 
difference between the two groups was factored in.   
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Table 11. Crude cost effectiveness analysis 
Historical RTW rate 1*  
Historical RTW rate 2** 
Likely to RTW without any intervention or 
usual care 
25% (lifetime care scheme participants)  
29% (Traumatic SCI of working age) 
25% to 29% of 168 (number of eligible 
participants for vocational intervention over 
2 year period) = 42 to 49 persons 
Likely to participate in an early VR program 
Likely to RTW at 24 months with early VR; 
55% (95% Adjusted Wald Confidence 
Interval of 44% - 65%) at 24 months 
 
Best case scenario  
Worst case scenario  
51% of total admission (n=168) 
 
65% (highest value of 95% CI) 
44% (lowest value of 95% CI) 
 
65% of 168 = 109 persons 
44% of 168 = 74 persons 
Total cost of early intervention for 2 years in 
2011 to 2013 Australian Dollars 
Average cost per participant 
 
Cost per extra RTW participant in worst case 
scenario (with intervention = 74 persons, and 
usual/nil intervention = 49 person) 
 
Cost per extra RTW participant in best case 
scenario (with intervention = 109 persons, 
and usual/nil intervention = 42 person) 
$707,572  
 
$707,572/168 = $4211 
 
$707,572/ (74-49) = $28,302 
 
 
$707,572/ (109-42) = $10,560 
 
An estimated total healthcare cost for the first 
2-year period in 2004 to 2008 Australian 
Dollars, per injured person# 
 
$181,072 
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Following the convention of using reduction 
in healthcare cost utilisation (HCU) in 
Incremental Cost Effectiveness Analysis 
(ICER), a reduction of around 5 - 15% in 
HCU is sufficient to offset intervention cost 
(all other things being equal) This is a very 
crude estimation without any quality of life-
year / QALY calculation.  
1. Best case scenario (of requirement of 
healthcare cost reduction) 
$10560 / $181072 = 5.8% 
 
2. Worst case scenario 
$28302 / $181072 = 15.6% 
* This rate is for a cohort of lifetime care participants with traumatic SCI due to motor vehicle 
crash in NSW from October 2007 – September 2008, who may or may not have received some 
form of vocational services in the community. 
** (G. C. Murphy et al., 2011) 
# As reported in (Economics, 2009) reflecting Transport Accident Commission, Victoria, 
Australia’s cost per individual under the scheme including healthcare, equipment, modification 
and long-term care  costs. 
 
4.1.13 Conclusion: Key findings 
 
Over the two-year trial period (2011 -2013), about half (n=168) of the inpatient population with 
SCI, participated in the early intervention program and 100 inpatients consented for the 
quantitative evaluation. The program itself, averaged about 14 weeks in duration and 14 hours 
of contact (per inpatient over the duration of the participation) predominantly involving pre-
vocational assessment and counselling. Pre-injury, there were 87 persons who were employed 
and after the completion of the program 41% (n=33/80) and 55% (n=43/78) had returned to 
work at 12 and 24 months (from the time of injury) respectively. There was no significant 
demographic, injury related or other predictor of RTW identified at all the various time points 
except being in employment at 12 months was strongly associated (p<0.01) with working at 24 
months suggesting employment maintenance and stability. The program cost per participant 
averaged at AUD4211, while the extrapolated cost per successful participant is between 
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AUD10,560 to $28,302 (considering historical comparison of patients returning to work 
without such interventions). 
 
4.2 Qualitative Component (context and process) 
 
The main objectives of the qualitative component of evaluation were to answer two key 
questions, related to the context of the service provision and subsequently the process. Is early 
vocational intervention appropriate for newly injured (less than 6 months) individuals with SCI, 
particularly with regards to concerns about adjustment? And can vocational intervention 
services be integrated and provided by vocational coordinators working within an inpatient 
multidisciplinary SCI rehabilitation setting?  
 
These objectives were achieved by interviewing all relevant stakeholders, namely selected 
participants with SCI (n=13) and all the vocational coordinators (n=4) through in-depth 
individual interviews, while the rehabilitation team members of all the three participating spinal 
units (n=25) were interviewed in three separate focus group discussions. The characteristics of 
these participants are presented below. 
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4.2.1 Participants’ characteristics 
 
4.2.1.1 Individuals with SCI 
 
The sampling of participants for this qualitative inquiry began in early October 2013 and ended 
in April 2014 with a total of 13 participants of varying levels, type and severity of injury as well 
as occupational backgrounds (pre and post injury) completing interviews (see Table 12). All 
but one of the participants was male and ranged in age from 19 to 60 years at the time of injury. 
Time since injury ranged from 7 to 21 months, averaging around 14 months. Almost all the 
participants (12 out of 13) were working at the time of injury, whereas at the time of interview 
only 4 were employed, 4 were engaged in study and 5 unemployed.  
 
Due to practical reasons, the setting of most of the interviews was in the hospital outpatient 
department (three participants completed their interviews by phone and 10 interviews were 
conducted face to face). This was not the most ideal setting, as there were a few disruptions 
during the interview – noise due to construction work in the clinic as well as health care staff 
passing by and interrupting the conversation to chat with some of the participants. Since the 
interviews were conducted between October 2013 and April 2014, a few of the participants did 
voice that considerable time (from around one to two years) has passed between their 
involvement in the program and the time of the interview. The research assistant, with a 
background in general psychology (who also managed the administration of the evaluation 
project) conducted the interviews and was provided with an interview guide developed by the 
team.    
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Table 12. Key patient participant characteristics 
Patient 
Number* 
Age / 
Gender 
SCI level# Pre-injury status Time since injury at 
interview and status 
P1 19/Female L4 AIS D Motor mechanic 
Apprentice 
9 months 
Unemployed 
P2 57/Male C7 AIS D Unemployed 14 months 
Unemployed 
P3 39/Male C4 AIS D Church minister 14 months 
Unemployed 
P4 40/Male L2 AIS D Brick labourer 7 months 
Wheelchair sports 
P5 43/Male T12 AIS D Machine 
maintenance 
worker  
19 months 
Machine maintenance 
worker 
P6 24/Male T8 AIS A Lumber trade 14 months 
University student 
P7 40/Male T10 AIS D Laboratory 
Technician 
21 months 
Laboratory Technician 
P8 57/Male C4 AIS A Journalist 12 months 
Casual journalist 
P9 24/Male C6 AIS A Marine Technician  19 months 
Diploma student 
P10 60/Male C3 AIS C Labourer 15 months 
Unemployed 
P11 53/Male T12 AIS B Mechanic 12 months 
Unemployed 
P12 33/Male C4 AIS A Brick Labourer 15 months 
TAFE^ student 
P13 23/Male C5 AIS B Physiotherapist 16 months 
University student 
*Participant number corresponds to the timing of interview, with P1 being the first to be 
interviewed and P13, the last in the sampling. 
#Injury level (Cervical, Thoracic and Lumbar) and the neurological severity of spinal cord 
injury were classified according to the International Standards for Neurological Classification 
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of Spinal Cord Injury as published by the American Spinal Injury Association (ASIA). 
^TAFE - Technical and Further Education institution 
 
4.2.1.2 Vocational Coordinators (VC) 
 
Four key informant interviews were conducted with the VCs who were contracted to deliver 
the program at the three research sites. This consisted of three VCs (one each at the 3 sites), and 
one VC who had been contracted for a relief (maternity leave) position (starting six months 
after the project started and working for nine months). All four VCs possessed extensive 
experience in vocational rehabilitation having worked with CRS for at least a few years, and 
come from allied health professional backgrounds, two being Occupational Therapists (VC2 & 
VC4) working two and four days per week (0.4 – 0.8 FTE) and one being a Rehabilitation 
Counsellor/Social Worker (VC3) working 5 days per week (1 FTE).  
 
Relief for one position was provided for an extended period of maternity leave taken by the 0.4 
FTE Occupational Therapist (VC2) by a CRS staff with social worker background (VC1). All 
the VCs were white (Anglo-Australian) females in their 30s except for the team leader (VC3) 
who was in her 50s with added post-graduate qualification in rehabilitation counselling and 
managerial experience besides clinical work experience. The key characteristics of the four VCs 
are briefly outlined in Table 13 below. All interviews were conducted by two senior members 
of the research team at one of the hospitals, as this was the most convenient setting for the 
participants.  
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Table 13. Key characteristics of vocational coordinators (VC) / service providers 
VCs Age / Gender Discipline background Location  
VC1 30s / Female Social Worker Royal North Shore Hospital 
(RNSH)  
VC2 30s / Female Occupational Therapist Royal North Shore Hospital 
(RNSH)  
VC3 50s / Female Rehabilitation 
Counsellor/Social 
Worker 
Royal  Rehabilitation 
Sydney (RR)  
VC4 30s / Female Occupational Therapist Prince of Wales (POW)  
 
4.2.1.3 Spinal cord injury units’ team members 
 
All the three spinal units’ staffs who had worked alongside the VCs providing the early 
intervention services were invited to participate in three focus group discussions at their 
respective hospitals. The sessions were scheduled during routine inter-disciplinary meeting 
times when the majority of staff was known to be available. Three focus group discussions were 
facilitated by the research assistant who was provided with an interview guide, developed by 
the team. The interviews were conducted onsite at each of the participating sites over the final 
six weeks of the program period. The key characteristics of these three hospitals are outlined in 
Table 14 below. 
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Table 14. Key characteristics of three spinal cord injury units involved in focus groups  
Focus 
Group 
(FG) 
Location Description of Hospital 
FG1 Royal North Shore Hospital 
(RNSH)  
Acute care with 18-20 beds admitting both 
acute/new SCIs and readmissions for complications 
and co-morbidities of SCI 
FG2 Prince of Wales Hospital 
(POW)  
The spinal injury unit at POW has 30 beds – 10 for 
acute patients and 20 for rehabilitation (co-located). 
FG3 Royal  Rehabilitation 
Sydney (RR)  
RR is a rehabilitation hospital independent from 
RNSH yet most patients come here for 
rehabilitation after their stay at RNSH. RR also 
accepts patients from elsewhere and it has 20 beds. 
 
A total of 25 staff members attended the sessions, consisting of 14 from one site (RNSH – 
Focus Group/FG 1), six from another (POW – FG2), and five from the last (RR – FG3). A 
diverse range of disciplines were represented including management, nursing, physiotherapy, 
occupational therapy, medicine, psychology, recreation therapy, and social work. The majority 
of participants were female with 79% at site one, 67% and 80% at sites two and three, and 73% 
overall.  
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4.2.2 Key qualitative findings 
 
The key context of the intervention, the timeliness of the early intervention was examined by 
exploring the issue of ‘readiness’ for participation in the context of the adjustment process. 
Specifically, was the intervention appropriate (particularly) from the perspectives of newly 
injured individuals (less than 6 months from SCI onset) in the hospital setting, as well as those 
of other key stakeholders, namely the service providers (VCs) and spinal unit staff. This 
question arose out of concerns that given the typically ‘catastrophic’ nature of SCI, time would 
be required for the injured persons to contemplate return to employment (Sand, Karlberg, & 
Kreuter, 2006) and early conversations may be inappropriate or insensitive. Adjustment has 
been defined as a return to equilibrium after critical illness events or stressors and success is 
said to be determined by the background factors (personality traits, early-life experiences, social 
support), the course and nature of the illness as well as cognitive and behavioural strategies that 
individuals use to manage and cope (Moss-Morris, 2013). 
 
The other key issues that were explored included the setting of the service provision (inpatient 
hospital setting) and the integrated nature of service provision by (trained) vocational 
coordinators working within the multi-disciplinary SCI rehabilitation team. This qualitative 
exploration via in-depth interviews and focus group discussions, both deductively and 
inductively resulted in an array of findings/themes that are represented in the form of thematic 
statements. As explained in the methodology section, thematic statements are recommended to 
enhance the accessibility and utilisation value of qualitative research findings for diverse 
audiences of users (such as funding agency), in so much as these (action oriented statements, 
grounded in the findings) can potentially be translated into the language of implementation and 
policy (Sandelowski & Leeman, 2012). 
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4.2.2.1 Valued option to access early intensive, integrated (hope 
inspiring) services within hospital setting 
 
Overall the consensus seem to be that the early intervention services were much valued and 
appreciated, particularly for its role in inspiring hope by all the stakeholders. The importance 
of hope was voiced rather emphatically by one of the participants as illustrated below. 
“You know, so the fact that we have there, somebody that says, yes, if you want to go 
back to work we can help you; yes, you can go back to work, because there is a program; 
yes, there is a chance that you can go back.  I think that was the hope that actually even 
helped me to get better…” (P7) 
 
“I couldn’t imagine myself being 40 at the time, or not even 40, that I couldn’t, you 
know, to think I was out of the work force.  I – I couldn’t imagine myself at that age to 
stay home doing nothing, you know....” (P7) 
 
The importance of hope (being future oriented) on psychological health and well being is 
underpinned by participants comments such as “…put in better frame of mind…clearer 
future…some solid goals we can work towards…big part to play in managing someone’s mental 
health’ (P13) and “…opened a few more doors, like I was adamant I wasn’t going to be driving, 
I didn’t want to drive, but then, you know, obviously TAFE [Technical and Further Education 
institution] schedules and that, I went, all right, I probably should get my license. So, you know, 
it definitely helped me out and make some decisions and get me on the right foot to getting back 
to life really…” (P9).  
 
The program provided not only a sense of direction, but also distraction and having choices 
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which seemed important for participants in order to feel empowered, being reflected in 
comments such as “…gave me options…good options…other directions to look into…” (P2) 
and “…the more options you’ve got while you’re in places like this, the better…” (P4); “...it 
was good to keep me mind on something other than what was going on...” (P12) and “…the 
really helpful things were providing me with details of, you know, the various support services 
at uni and – and that, you know, studying was a possibility” (P13).   
 
The VCs described the need, place, position and importance of providing hope at this early 
stage for those with SCI, with metaphors such as ‘planting the seed’ and ‘not letting the flame 
go out’’ (see quotations below).  
 
“If we can- if we can early on plant that seed of hope and expectation that, you know, 
work is possible and often people are very positive in those early days. They have a lot 
of confidence about returning to work. I think the risk is that the flame goes out...” 
(VC2) 
 
The VCs seem to be directly and indirectly addressing the often unasked question of ‘will I be 
able to work again, by challenging and reframing ‘ability’. Hope was variously characterized 
as providing options, support, help, information, resources, pathways and possibilities, as well 
as creating expectations specifically with regards to vocation.  
 
“We basically introduce what we are, and I suppose, offer hope at an early stage at a 
time when a lot of the focus is on what someone has lost and it is at a time when they 
might be thinking “I will never be able to do this again.  I will never be able to do that 
again” (VC1) 
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The possible impact of delaying VR for some people until after discharge was also expressed 
as: “if someone’s had a few months to think that work isn’t possible, if they have ruled that out, 
if they don’t know what resources are out there, by the time they leave here it is almost too big 
a task to manage on their own (VC3)”.  
 
The spinal units’ staff concluded that the program was important for creating an expectation 
that RTW or study was possible. Many staff members reported the program to be unique and 
important, instilling hope for many patients. 
 
  “… from my experience, it often instills a lot of hope with patients because they come 
in and the first thing is, “I can’t work anymore.” So once they’re able to speak to the 
Program person, they actually realize that there is hope after their injury that they can 
possibly return to work, or still continue with life after their injury, and that’s been 
really helpful and positive” (Social Worker, FG2)  
 
Overall, the staff perceived the program as a valuable service for enabling an important life 
domain: 
 
“… the whole fundamental idea of rehab is to get people back living their lives. So 
without work, we spend most of our day at work. That is part of life. It’s a necessity; it’s 
such a valuable thing.” (FG1) 
 
 “… the way the team responded and reacted today, is indicative of how valuable and 
the value of [name of VC] adds to our unit and to the staff and the patients in general.” 
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(FG1) 
 
“It’d be terrible if they took the funding away.” (FG1) 
 
4.2.2.2 The impact of time: cultural shift and acceptance of VR as part of 
inpatient rehabilitation 
 
A number of staff members acknowledged that either they, or other hospital staff, had voiced 
initial concerns about the vocational intervention being introduced to patients too early. 
However, those concerns were reported to be allayed once the program became more 
established, and staff observed the benefits of the program:  
 
“I think it’s been great … when the program first started it felt early, because I think 
there was that culture shift. But now I think it’s accepted that it’s a part of rehab, and 
it’s something that comes up early in goal setting and in early discussions…it’s almost 
just one of those things now that it’s routine. We talk about self care, equipment, 
housing, return to work, return to driving.” (FG2) 
 
“I think based in this setting, in the rehab setting, I don’t think that it is too early 
… it fits in well with the model of service here in regards to goal planning and 
getting the clients to then think about, ‘well I’m going to be returning back to 
work, what am I going to need to do in order to get back to work?” (FG3) 
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4.2.2.3 Assessment of ‘readiness’ for early intervention through team-
based consensus: “There will always be those who are ready” and 
“there will be those who are not…” 
 
The selection of participants for this program occurred predominantly through informal 
discussion at the weekly inter-disciplinary meeting, where the inpatient multi-disciplinary 
rehabilitation team, consisting of various specialties such as medicine, nursing, physiotherapy, 
psychology and others (refer chapter 3 for full detail), review the progress of each inpatient. 
The desire to participate in the program could also have been expressed by the participant 
himself, upon reading brochures (see Appendix H) available in the ward or talking to other 
participants or healthcare team members. However, it is more likely to be solicited by one of 
the team members upon discussion and consensus at the weekly meeting that such individual 
would be suitable and would benefit from such services, as described by a vocational 
coordinator (VC) below: 
 
“…the referral process has been that the referrals were picked up and suggested by 
members of the team and you normally hear about the opportunity to see someone at a 
case conference, so it is not like you are going head to head saying “hi, here we are, 
this is what we do.”  At a case conference, another member of the team be it the doctor 
or one of the other OT [occupational therapist], physio, psyche [psychologist], social 
worker would say, I mentioned to him that you are here and he would like to see you.  
So it is following an offer and an acceptance of that offer anyway that we go in plus 
there are brochures and stuff around. Or if there is family around and we get an 
opportunity we might just introduce ourselves to family members who then might also 
bring it up with people, so it is really, with their permission that we are going anyway.” 
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(VC3)  
 
The overwhelming consensus of all the interviewed stakeholders  was that there will be (likely 
more) individuals who are ready, willing and eager to participate as opposed to those who are 
not and the multidisciplinary team that meets regularly (weekly) play a crucial role in 
ascertaining the readiness of participants for vocational related interventions, based on 
(informal clinical judgment of) multiple factors including current medical and psychological 
status and personal, family and occupational history.  
 
Additionally, it was repeatedly highlighted by the spinal cord injury units’ staff that the referral 
was a carefully considered process with the weekly team meeting (case conference) being the 
nucleus of decision making, as illustrated by following staff comments: “I think it works well 
here as well that it’s quite an informal referral process with [name of VC] and she kind of picks 
up and discusses with the whole team when people are ready (FG1)”, “Obviously we assess 
when the person’s ready to see.  And only after those discussions and assessments, would we 
make that referral to [name of VC] (FG2)”, “But I think [name of VC] doesn’t go in unless 
she’s, as [staff name] said earlier, doesn’t go in unless she’s consulted with everyone, like she’s 
always at case conference and she will get the opinion (FG1).”  
 
The informal and consensus based ‘readiness’ assessment process involving various staff 
members, was articulated during one of the focus groups (FG1) as outlined below:  
 
 “And I mean, I think between us we can, you know, work out that - If someone’s  ready 
 or not.  
 Yeah. 
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 That’s right. 
 We can kind of go, no, don’t – don’t approach that with them. 
 Yeah, no don’t go there. 
 Yeah.” (FG1) 
 
It seems rather a tacit understanding (‘between us we can,…know’) of who is ready and suitable 
for the intervention and who is not, and upon further probing of this construct of ‘readiness’, 
some characteristics of those who are (maybe always) ‘ready’ and those who are ‘not/never 
ready’ were articulated as detailed below. There seems to be an understanding or rather an 
impression formed about readiness based on interaction with the patient, family and other 
healthcare team members and also taking into consideration the person’s medical, personal, 
family and occupational history.   
 
4.2.2.4 The construct of ‘readiness’: Perceptions of vocational 
coordinators and healthcare staff  
 
The responses from the staff and VCs regarding readiness are further compared and contrasted 
in Table 15 below (within the context of timeliness of services) to highlight possible factors, 
implicit assumptions and/or understanding about factors such as self-concept, work 
identification and perceived level of disability, impacting readiness and participation. 
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Table 15. Readiness and factors likely impacting it 
Participants READINESS: YES READINESS: NO 
Focus Group 
 
 
 
 
 
 
 
 
 
(PT): “..I think the people that are 
ready to work have probably always 
been workers and been in lots of ways 
defined by their work, so that’s an 
integral part of who they are, so they 
quickly fuel up and go back to doing 
that,… that’s what they were like 
anyway..” (FG1) 
(PT): “And often like, you know, if it’s 
a young family man or whatever, like it 
gives them a sense of being able to still 
provide. Like that’s still going to be an 
expectation that they’re still going to be 
providing for their family…” (FG1) 
 
(OT): “if there are some people that 
are ready, then at least you’re 
capturing them… if we don’t offer it 
until later, then you’ve missed those 
people who are ready early.”(FG1) 
 
(PT): “I think….I think the people 
that never worked are never 
going to work.” (FG1) 
 
 
 
(OT): “I think the only people 
that it wouldn’t be well received 
are people who wouldn’t want to 
work anyway. They’re just not 
interested. There are always 
some people that are not 
interested.”(FG2) 
Vocational 
Coordinator 
(VC) 
 
 
 
 
 
 
“…I felt, yeah, the families where they 
were younger people were very much 
interested in …what the options were 
for their child in relation to, you know, 
the future and that sort of thing.” 
(VC4)   
“I suppose it’s not necessarily so 
much the level of injury … it’s 
their attitudes and beliefs. They 
mightn’t have had a lot of I guess 
other resources to fall back on 
like, you know, an education or, 
you know, a- a really strong 
family, you know, they might 
come from a really difficult social 
background, you know…”(VC2) 
   
PT – Physiotherapist / OT – Occupational Therapist    
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4.2.2.5 Selection process: role of team as gate-keeper  
 
There does appear to be some inherent tension in the selection process of participants ready for 
early vocational intervention. The labelling (of sorts) of some individuals as ‘workers’, ‘family 
man’ and others as ‘never going to work’ may represent an effort to ensure that eventually both 
the patient and the service provider (VC) benefit from the interaction (service provision). 
Whereby, the time and resources spent providing services ought to result in appropriate 
outcomes, that is, it should be a win-win situation for both parties. In other words, it may be the 
belief of some healthcare providers that provision of VR services for a certain segment of the 
inpatient population will not lead to any meaningful outcomes and may be a waste of time.  
 
The role of the team as a gate-keeper was deemed crucial for this type of early intervention, in 
so far as it was thought inappropriate and ineffective for the service provider to approach every 
inpatient directly and solicit participation due to the nature (medically unstable at times) and 
recency (less than 6 months from onset) of the injury as well as the perceived differing potential 
for participation and achieving relevant outcomes. However, this potentially risks introducing 
some element of bias and stereotyping of a certain portion of the population (rightly or wrongly) 
based on factors such as age, work history and perceived motivation. Given that the decision is 
a team consensus, this could potentially be ameliorated somewhat, but a comment by one of the 
VCs regarding ‘cynicism’ about certain patients (types with behavioural issues) during the team 
meeting may represent an element of value judgement or inherent tendency towards bias which 
may be at play. This issue is presented below in its full context for illustration. 
 
 Question(Q): So in terms of communication were their instances where you felt that 
 there were negative messages or not necessarily meant to but where some of your 
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 work was undermined by others unknowingly or, well, meaningly? 
 VC2: Not in the presence- not in the presence of the patient like I’ve never witnessed 
 it in the presence of the patient but look I- I think within the case conference there can 
 be some cynicism of the patient. Not necessarily of me and- and what we are trying to 
 do but, yes, you know. 
 Q: They had lesser expectations or what? 
 VC2: Yeah. Yeah. Yeah. I think so. Yep. Yep. Yep. 
 Q: Is that because of what the patient is saying or projecting through you or what 
 you’re relaying? 
 VC2: I think it’s more behavioural issues that, for instance, develop on the ward and 
 then that person gets labelled a little and so it’s- it’s trying to be careful to- to stay 
 above the line in that and, you know, and- and I suppose try to be a positive role 
 model. I’ve certainly never, I guess, never laughing at the joke, yeah. I found that a 
 little bit hard initially because sometimes the perception of, you know, a very- a 
 particular member of the team might sadly be spot on <laughter>. So, yeah, it’s 
 always just trying to think bigger than that. 
 
The perception that a particular team member may be ‘spot on’ about a patient’s potential may 
influence the team’s decision-making about service provision. Therefore the role of the team as 
a gate keeper and the decision making process may need further exploration to identify and 
clarify issues and move towards best practice, particularly one that is patient-centred and 
empowering for patients/clients. To date there are many tools that have been developed to 
assess and ascertain readiness of patients to engage in vocational rehabilitation and this will be 
discussed in the next chapter. 
119 
 
 
4.2.2.6 The view from patients’ perspectives: timing, nature of injury and 
concerns about health and future  
 
Some of the participants’ responses to the readiness and timeliness of the intervention are 
presented in Table 16 with the corresponding cue or question that preceded them for context. 
Three (selected) positive and 3 negative perspectives are presented to highlight the contrast in 
perspectives. Though overall, the consensus seems to be in favour of the early introduction of 
VR services, a few participants seemed rather uncertain about the timing and some felt strongly 
that it was offered “too early” in the acute setting, but then agreed to some extent that the 
rehabilitation ward setting was more appropriate. It seems that the issue was not only the timing, 
but also the approach, in relation to the type and amount of information or issues that were 
raised such as a new career, education program and funding opportunities. 
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Table 16.  Positive and negative perspectives on timeliness of intervention by patients   
Patient 
Age/Gender 
Cue/Question Response 
P2 
57/Male 
--did you think that 
any of the services 
were offered too 
early? 
No.  No, I don’t think so.  I think once you come 
out of ICU, I think it's wonderful that there we 
had more options to, sort of, you know, 
broaden our horizons concerning giving us 
direction.   
 
P7 
40/Male 
So, thinking about 
the timing, so when 
you were first 
approached, how 
did you feel about 
that; did you think 
anything was too 
soon? 
 
I don’t think was too soon.  I don’t think was 
too soon, I think actually was the right – I think 
was the right time, because, I – I – mine was 
not for – my injury was not caused by a 
trauma, so was something that – well, even if 
was from a trauma anyway, it’s – it’s an 
unexpected situation.   
P13 
23/Male 
How do you feel 
about the timing?  
Did you feel like 
anything there was 
offered too soon? 
 
Not – not particularly.  I didn’t feel that was a 
big issue.  It was probably – probably the right 
timing.  I was approached, probably I think, 
maybe first two weeks, I – I think.  No I didn’t 
– didn’t feel like it was too early, but I think 
that was the – the trial whether or not having 
early intervention was a – was a – had any 
impact. 
  
P4 
40/Male 
What did you think 
about the timing?  
Did you think 
anything was too 
soon? 
 
Yeah, maybe a bit early.  Because I first, kind 
of, dealt with them at [hospital name]. Yeah. 
Yeah.  Which was just a bit too early.  Plus all 
the other information that they bombard you 
with, like, bloody funding bodies and all the 
rest of it.  You know, the long--you know, and 
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you're just really focusing on just getting 
better.   
P6 
24/Male 
So you felt like that 
was a bit too soon? 
 
 
Yeah, a bit too invasive at that point.  It was, 
yeah, I'm trying to concentrate on getting well 
rather than thinking of a new career. 
 
 
P9 
24/Male 
What did you think 
about the timing?  
Did you think 
anything was too 
soon? 
 
Very soon.  Very, very soon.  Too soon in my 
opinion.  You know, you need time to process 
what’s happened to you.  When, and I believe 
her name was [staff name], now I don’t want 
to – I don’t want to like put her name down or 
anything, but you know, I just wasn’t – me 
personally I wasn’t ready to discuss my future.  
I didn’t even know what was happening with 
me medically, let alone, you know.  I really 
think people need to be out of the acute stage 
before they’re interviewed to sort of get like, I 
honestly had no idea whether I’d even get 
movement in my hands back or anything like 
that.  Last thing I wanted to think about right 
then was what TAFE c course am I going to 
do... 
 
 
Considering these responses from the patients (program participants) and the types of 
participants eventually selected for the program (see ‘archetypes’ below), they do not seem to 
fully align with a carefully considered, team-based selection process. This perhaps is a 
reflection of different practices between the three spinal units or growth and development of 
the selection process as the program progressed or could even be a reflection of pressure to 
recruit participants for the program. (The impression that there could be an element of 
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recruitment pressure was formed on the basis of personal involvement in evaluation team 
meetings and reports of updates on the number of program participants). Undeniably, when 
there’s an element of pressure to both recruit as many participants as possible from the pool of 
inpatients and also to achieve good outcomes, there’s a higher likelihood of less ideal patient 
selection, as well as perceived ‘pressure’ by the participants to produce certain outcomes. 
 
Undeniably when there’s an element of pressure to both recruit as many participants as possible 
from the pool of inpatients and also achieve certain outcomes, there’s a higher likelihood of 
both poor patient selection as well as perceived ‘pressure’ by the participants to produce certain 
outcomes. 
 
4.2.2.7 The three archetypes: The ‘don’t think I can’; ‘need to be pushed’ 
and ‘I’ll do it my way…’ 
 
Related to the idea that early timing of vocational rehabilitation will always be right for some 
and not for others, there seem to be two different sub-groups within those who are ready to 
participate. One group comprises those who need to be encouraged supported and motivated, 
while the other has those who will return to chosen activities in any case, either on their own or 
with other forms of support. These three groups or archetypes are highlighted in Table 17 below 
with excerpts from the VCs and the individual participants.   
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Table 17. Three archetypes of participants 
Patient Typology Don’t think I can… Need to be pushed I’ll do it my way… 
Patients “I don’t think I can 
return to work, I 
have trouble enough 
moving, you know?  
As soon as I’ve gone 
from here to the 
nursing home, it’s 
like leaving here and 
going to hell”  (P10) 
“…Like yeah, she- 
she got me interested 
in actually wanting 
to do something 
because yeah, like I 
would’ve been happy 
to just to sit around 
on the- you know, on 
the pension and 
watch TV all day” 
(P12) 
“Well, like I said, I 
didn't really have a 
great deal to do with 
that part of it 
because I've already 
planned what I was 
doing” (P4) 
Vocational 
Coordinators 
“Some people were 
sort of like, are you 
for real?  Look at me 
at the moment, you 
know, - you know, I 
can’t do anything…” 
(VC4) 
 
 
“… so, if the person 
was left to their own 
devices it just would 
not happen.  I doubt 
that they would have 
the confidence or 
persistence 
sufficiently to 
actually proceed…” 
“…if they don’t 
know what resources 
are out there, by the 
time they leave here 
it is almost too big a 
task to manage on 
their own.” (VC3)  
“…and then there 
were people who - 
had assistance from 
his workplace.  So he 
was a bit - very 
resistant and just - 
he was a higher - 
you know, of higher 
functioning, I guess, 
and more, you know, 
resourceful, I guess, 
in himself.  So he 
was very reluctant to 
accept any 
assistance from us.” 
(VC4) 
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This grouping is rather generic and by no means clearly establishes the presence of 
distinguishable personality types (which would require further detailed research), but may 
reflect shortcomings of team-based consensus so early on after a catastrophic injury, for 
example, in selecting the first and the third ‘types’ for participation for the program. The first 
‘type’ of participants may represent the ‘never a worker’ or ‘never going to work’ person and 
may not be suitable for early vocational intervention, where the focus or priority ought to be 
appropriate functional achievement and accommodation and quality of life issues.  
 
Again, it is reiterated here that any form of selection, risks introducing bias and stereotyping 
and perhaps the best approach is a combination of many different strategies, such as team 
consensus, selection criteria and most importantly patient’s choice and autonomy. As already 
discussed before, the selection process for any program will be closely tied to the anticipated 
outcomes. Though achievement of employment outcomes was not explicitly required in this 
intervention as opposed to other local VR services, whereby there is an outcome based target 
of employment achievement, the fact that the program itself is being evaluated and one of the 
outcomes is employment achievement, there could have been a pressure to achieve and focus 
on the end goal of employment.  
 
Given the heterogeneity of the settings of the program (intensive care unit, acute and sub-
acute/rehabilitation wards) as well as the SCI population itself, whereby some are more severely 
impaired and have multiple medical issues, while other individuals may have only relatively 
minor impairments, the responses to consideration of early vocational rehabilitation may be 
expected to differ. Surprisingly, this was not the case in every situation, as shown by the 
example below.  
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The difference in responses between (P13, C5 AIS B, see table 16) only 2 weeks after injury 
did not think it was too early, but rather the right timing to begin a conversation about work, 
whereas a different person (P9, C6 AIS A) with similar severity of injury, felt very strongly 
about needing time to process what has happened, being ready to discuss the future, having a 
better understanding about the injury prognosis and needing to be out of the ‘acute stage’. 
Providing some support to this was the fact that the quantitative evaluation also did not suggest 
any predictors of employment success based on injury type and severity.  One of the key areas, 
however, which seem to impact upon readiness is the understanding and acceptance of the 
nature and future likely outcomes (prognosis) of the SCI intersecting with adjustment, which 
will be described below. 
 
4.2.2.8 The intersection between prognosis for recovery after injury and 
readiness to engage: “Don’t know where I’m going to get yet…”  
 
The issue of uncertainty about the prognosis for recovery and future level of functioning was 
raised in relation to the question of readiness and timeliness of intervention. One of the VCs 
mentioned that some participants voiced a view that “look, it’s too early. I don’t, you know, I 
can’t talk about this because I don’t know where I’m going to get to yet”. It was interpreted by 
the VC that there is “a lot of hope around recovery which we’re obviously not going to, you 
know, that’s what we’re- we’re supporting that. We’re not going to force vocational decision 
making on that person when we don’t even know, you know, what’s- whether it’s realistic for 
them to, you know, be going on a same job, same employer type goal. Yeah.” It was further 
highlighted that “you know, there’s, there’s often not a frank discussion, you know, from anyone 
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to that person about exactly what the expectation is of what movement’s going to come back 
(VC2).” 
 
This uncertainty about the prognosis for recovery and not knowing the extent of permanent 
impairment following injury seemed to have an impact on decision-making and willingness to 
plan for future in a few participants, as captured by the statement by one participant that not 
knowing the extent of the injury and potential for recovery impacted decision making and 
future, planning (see P9 Table 12). Interestingly it was also mentioned by one VC that “once 
they know what their functioning level is, like they’ve been through the rehab, they’re more 
aware of how to manage their - their condition themselves, then I think that gives them a little 
bit more confidence (VC1).” This statement highlights a contradiction or possible conundrum 
in the provision of early intervention vocational services before a person’s full functional 
potential is realised. The issue is how to make plans when there are many uncertainties, ‘moving 
parts’ or unknowns, for example, will the person (with incomplete injury) go back to work on 
a wheelchair and therefore potentially requiring some expensive worksite modifications or wait 
until fully independent in walking with aids or perhaps work from home until the person has 
achieved maximum functional capabilities, which may take anywhere between one to two years 
(Burns et al., 2012). This one to two years time period is based on expected or anticipated 
neurological recovery post injury and may have influenced the perception of time frame for 
adjustment for some individuals, both patients and healthcare professionals (Bonanno et al., 
2012; Kennedy et al., 2012; Sand et al., 2006).  
 
In SCI, for both complete (AIS A) and incomplete injuries, the majority of neurological 
recovery occurs in the first 6 to 9 months, whereby late recovery (after 1 year) can occur but is 
rare, generally of small magnitude and functionally insignificant (Burns et al., 2012). Clearly 
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this area of waiting until full functional recovery before any decision making or going with the 
flow – making changes and adjustments as recovery takes place, needs more clarity and 
understanding. The latter approach (adopted in some cases in this evaluation) seems most 
reasonable and pragmatic and supported by the perceptions of most of the evaluation’s 
participants. However, one potential issue would be in relation to decision making about 
funding of costly equipment and home and worksite modifications.   
      
4.2.2.9 The unexplainable time-frame of adjustment process: ‘injury like 
this you need one to two years’ vs. ‘there’s probably no right time…’ 
 
One of the main concerns about providing early intervention was whether appropriate 
adjustment to disability has taken place to allow for consideration of future planning. However, 
adjustment is not a linear process and it seems that time (in weeks, months or years post-injury) 
does not bear a close relationship to whether a person is ready to make plans for the future, as 
evidenced by the variety of (predominantly positive) responses to the issue of timeliness of 
vocational intervention (see Table 18). Perhaps there was a befuddling of the constructs of 
‘adjustment’ and ‘readiness/willingness’ to make future (vocational) decisions, in so far as a 
person may not truly have accepted the injury but yet willing to consider planning for the future, 
as reflected in the responses of P13. (see Table 18 below)  
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Table 18. Timeliness of vocational intervention  
 
Question Response 
Did you feel like anything was too soon? “No not ... not really no. No. I suppose ... at the 
beginning when I was still in hospital that they 
introduced themselves within, I don’t know, first 
two weeks I thought was a bit soon. But it’s hard 
to tell like some people want to know that 
there’s help.” (P9) 
So you feel like if that was say six months or 
even two years in the future you could come 
back to these people (VCs) and ask them 
questions? 
 
“I hope so.  That’s the whole – yeah because 
when you have an injury like this it’s not like 
you’ll be back to work in four to six weeks.  You 
might be looking at a year or two so you do 
want the same people that you had contact with 
that were with you through the journey.  I think 
that’s important.” (P13) 
 
The construct of adjustment needing at least one to two years may be a hangover of the outdated 
“stage theory”, where it was believed that for optimal adjustment to occur people needed to 
pass through various linear stages of adjustment (Trieschmann, 1980). In the case of 
participants P9 vs. P13, as highlighted above (Table 18), perhaps it’s not so much an issue of a 
fixed period of time (‘a year or two’) for a particular injury (‘injury like this’) but the acceptance 
and coming to terms with what has happened and the willingness to move forward, which may 
happen (and continue to happen) at varying periods of time post injury. It also may depend on 
the issue that is being addressed (decision making about work, family or other personal 
situations) and therefore, perhaps this has more to do with an interaction between a person’s 
mental state, emotions, character/personality and the situation at hand, as opposed to just time.  
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4.2.2.10 Other competing priorities:  health, physical functioning, sport and 
family  
 
In some participants, there were more pressing and important priority areas that influenced 
considerations about readiness to participate in vocational rehabilitation and timeliness of the 
intervention. These included training for walking, looking after children at home and coping 
with the changes in functioning of bodily systems and fluctuating health condition, as 
highlighted below.  
 “something is changing in my body system, which looks like it’s a little bit hard to cope 
up with...” (P11) 
 
“But as I told you,... my first priority is the kids, yeah,  in my house now.” (P8)  
 
One participant alluded to his areas of priority and interest as “I think, the more options you've 
got, the better now, and education is vital as sport and any other thing, you know (P4).” While 
another when questioned about return to work or study, responded that “well, my major priority 
is walking.  So I've been walking and standing, so that's - and exercising two hours every day 
and having physiotherapy, hydrotherapy, so that's what I'm mainly targeting towards.  But I'm 
looking forward to going back to work.” (P2, 14 months post injury) 
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4.2.2.11 The sensitive area of not always getting timing of approach and 
patient selection right: ‘perceived pressure to participate, anger 
and the experience of a slump when reality hits’ 
 
Approaching participants who were actually not ready (mentally and/or physically) to 
participate in early vocational intervention may lead to negative emotions both in patients,  
responding with anger and aggression, and also in the VCs, who described it being ‘confronting’ 
and ‘challenging’. Staff also acknowledged that the whole situation may be perceived as 
pressure to participate in employment activities. These events are highlighted in Table 19 below 
with the words of the various persons involved. 
  
Table 19. Negative emotions regarding early program participation 
Evaluation 
Participant 
Described negative emotions 
Patients “Plus all the other information that they bombard you with, like, bloody 
funding bodies and all the rest of it. You know, the long--you know, and 
you’re just really focusing on just getting better.” (P4) 
“…a bit too invasive at that point. It was, yeah, I’m trying to concentrate 
on getting well rather than thinking of a new career.” (P6) 
“I honestly had no idea whether I’d even get movement in my hands back 
or anything like that. Last thing I wanted to think about right then was 
what TAFE course am I going to do...” (P9) 
Vocational 
Coordinators 
“So – so say for example when you might meet someone, a new person on 
the ward, and they don’t seem quite as interested or it doesn’t seem quite 
as relevant, so you – you – you – it’s sort of like you inevitably question 
yourself as, gosh, you know, is this too soon… for me personally, that 
process of engaging a – a new person each time, I always find it slightly 
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challenging.” (VC4) 
“Depending on what stage they’re at.  So - and that can be a bit 
confronting. I mean the whole thing could be confronting to start with… 
So there was a bit of aggression, I guess, and anger, maybe.” (VC1) 
Spinal units staff “And also I think it’s, from an OT point of view, down to the way it’s 
introduced as well.  So those subtleties can make a big difference. How it’s 
phrased, how it’s – what context it’s used in, all those sorts of things.” 
(FG1) 
“Um, I’ve certainly experienced there were a lot of the clients that, 
especially in the early days, you know, two or three months, they’re not – 
they’re so busy with coping with everything else and for them it often feels 
it’s just another pressure, and at times they’ve certainly shared with me 
that it’s a pressure to return to work.  It’s a pressure to perform. Um, so I 
think it’s a very sensitive area for a lot of folk, because it’s a huge loss 
potentially, in terms of changing jobs, career and all that, so um, and I 
think there is always that hope that, you know, there is help and I can get 
back to work, um, but yeah, the feedback that I’ve had is certainly, you 
know, they feel the pressure to take part in the program and to do this is 
expected.” (Social Worker, FG3) 
  
It was also described that participants, who did not have a clear or accurate understanding of 
their prognosis or haven’t fully accepted it, could experience a mid-program ‘slump’, in that, 
when reality hits about the nature of their injury, participants withdrew or became less involved, 
as described as: “people were wanting to get back to work as soon as possible.  You know, they 
were - their response was very, yeah, positive, I guess and - but then they would hit a slump a 
little bit down the track. When the fully reality of the situation hit, yeah (VC1)” and “to be 
honest I usually get that kind of push back after maybe the third session (VC2).” 
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4.2.2.12 The program is an offer, the participation is voluntary and the pace 
is set by the participant 
 
From the VCs’ perspectives, timeliness (i.e. whether VR was being offered too early to the 
newly injured inpatients with SCI) was not seen as the overarching or predominant issue given 
the way the services were offered as well as the voluntary and optional nature of participation:  
 “…the way that it is offered and the thing is, it is an offer.  If someone doesn’t show an 
interest then, of course, you know, we don’t proceed at that point and we wait until a 
time that we hear from other people in the team that they want to talk to us” (VC3) 
 
It was also with the acceptance, consent and permission of the patients that the VCs could 
embark on developing a RTW plan and the importance of recognizing what the person wants 
was highlighted. Equally, one should not work under the presumption that patients generally 
do not want to talk about work at this stage as this was not the predominant experience of the 
VCs, as described below:  
 “…Okay.  I think the timeliness is – is –...  It’s coupled with recognising what the person 
wants or – or, you know, what they’re – what they’re saying they would like, so I think 
it’s important to introduce yourself and not presume someone doesn’t want to meet you, 
or hear about it.  ...” (VC1) 
 
“…I actually think that early conversation with a person has never been as stressful for 
either party as was initially perhaps feared by those who had a concern about early 
intervention...” (VC2)  
 
Early conversations about work may actually be easier as “they still identify very much with 
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their life of yesterday ‘cause it was only, you know, a fortnight ago that they were participating 
in that role so it- it’s very easy to gather the information about their immediate work history 
(VC2)”. The processes leading to a VC making contact with a patient is also seen as crucial and 
potentially ensures readiness and acceptance on the part of the patient. Importance was placed 
on sensitively introducing patients to the program. Assessing a patient’s readiness to participate 
in the In-Voc program was a considered process, determined on a case-by-case basis, and 
involved consultation with all staff in case conferences, as well as informal conversations with 
staff and family members. 
 
  “I certainly get the referral early. I’m attending the case conference so generally the 
week the person comes up onto the ward I’m often we do delay my introduction if the 
person isn’t ready.... and generally people, as I was saying earlier, are very happy to 
tell you” (VC2) 
 
However, early discussions about work were not always without problems, as discussed before 
and reinforced again here by some of the issues raised in the statements below, such as 
adjustment, grief, uncertainty, even anger and aggression, underscoring the complexities 
involved in dealing with the newly injured individuals: 
 
 “And I sort of felt like sometimes it was too soon to go and talk to people.  ... because, 
you know, sometimes you just - it felt like it was an extra thing that they had to deal with 
too - too early on... “Yeah, so it was - it was that working out the right time to go and 
talk to them but I guess, on the other hand, there’s no right - good time probably, in that 
situation” (VC4) 
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 “You know, for a certain cohort, you know, that can be the message “Look, it’s too 
early. I don’t, you know, I can’t talk about this because I don’t know where I’m going 
to get to yet” (VC2) 
 
Staff reported a variation in patient response to the program, with some ready to participate, 
some who started and then deferred participation, and others who found it too soon after their 
injury. Given this variation, the voluntary aspect of the program was identified as important: 
 
“I’ve had feedback from some patients that it’s way too early. They don’t want anything 
to do with it … and other people are desperately keen to get back to work and re-
establish that, so I think it’s completely patient dependent and I think it’s great that it is 
provided that early for the patients that need it. As it’s a voluntary thing, patients that 
don’t want anything to do with it can refuse, so I think the timing’s good.” 
(Physiotherapist, FG1) 
 
“I think for some clients it’s been right timing, get them thinking straight away. For 
others it’s been too early, again because of the emotional adjustment.” 
(Occupational Therapist, FG3) 
 
“… there were a lot of the clients that, especially in the early days … two or three 
months … they’re so busy with coping with everything else and for them it often 
feels it’s just another pressure, and at times they’ve certainly shared with me that 
it’s a pressure to return to work, or it’s a pressure to perform … but then I think 
I’ve certainly seen the reverse where the [Program] worker who has been working 
with them has given them the hope that there is something that they can be doing 
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later on down the line.” (Social Worker, FG3) 
 
Importance must be  placed on sensitively introducing patients to the program, carefully 
assessing a patient’s readiness to participate and close consultation with all staff in case 
conferences, as well as informal conversations with patients and family members. 
 
4.2.2.13 Providing VR services within the hospital setting: flexibility is key. 
“…It’s always plan D.” 
 
The provision of vocational services within the hospital setting in the context of SCI 
rehabilitation has its own sets of complexities and challenges, requiring ‘flexibility’ as 
exemplified by the statements below:  
 
“I think flexibility is a big one...  You know - - -because my gosh.  It’s always plan D, you 
know, and things get mixed, you know.  Obviously people have appointment – medical 
appointments are going to take priority or whatever, yeah.  So that’s – that’s a big one” 
(VC1) 
 
“I’ve got times set up for in a day, two out of those four times will get mucked around due 
to … something that’s going on. Either the person is off for a scan or … they’re with a 
doctor … you need that flexibility of being able to ‘Oh the curtains are closed. Okay. I’ll 
come back.” (VC3) 
 
On the other hand, the inpatient setting can be helpfully used to the advantage of the service 
providers by allowing the patients to set the pace (timing, agenda and goals), utilizing chance 
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encounters, corridor conversations, and most importantly the presence and support of the entire 
rehabilitation team. Given the nature and severity of SCI, often medical issues such as infection 
becomes a focus and being on the ward there’s opportunity to step back for as long as it’s 
appropriate, with one VC describing it as “sometimes to actually let go and let that person travel 
along for a number of weeks before they do have proper contact again (VC2)”. The importance 
of persistence was also highlighted: 
 
 “Like you’ve got to be able to go back even when you get a...negative response....to 
 people because, you know, like they change from one week to the next.” (VC4)  
 
4.2.2.14 Vocational coordinators act as a ‘bridge’ between participant and 
the environment (workplace): the importance of advocacy role 
 
Advocacy and support were crucial from patients’ perspective to provide validation, expert 
liaison and apply external pressure. One participant expressed the role of the service provider 
as a “referee.” 
 
 “ I think that the fact that with an outsider there, telling them okay, this person needs 
help, I think that actually that puts social pressure on the institutions to take us back 
and to look after us, because it’s almost like involve almost, well, it’s almost like a 
referee, that he say, okay guys, here, there is somebody from outside of the institution 
looking.  And, then the institution wants to look great to the outside world, do you know 
what I mean?” (P7) 
 
Support and advocacy can also happen in the context of the multidisciplinary rehabilitation 
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team: 
 
 “And she actually told the physio and that to, like, build weights, kind of thing, like as 
if I was picking up a wheel off the ground.  And that's--by the end of, like, the last week 
that I was here I was actually doing that, like, I was starting to lift up a wheel off the 
ground with a few weights on it to make it as heavy as a wheel.  And like, yeah, well, 
after I knew that I could do that, my self-esteem kind of just went straight through--back 
through the roof and I was just, like, "Yeah, man, I'm back on track, like." (P1) 
 
Other examples of support and advocacy, include participants expressing that “…and, so – and, 
the fact that I had a professional there saying that’s all right, we will do the best we can to help 
you and there is many things that we can do for you.  We can give you training, we can send 
you for education, we can negotiate with your workforce...” (P7) and “I mean, she did a lot with 
my boss too and – and yeah, it just made so many things easier for me, like, I didn’t have to 
worry about making a phone call because like, yeah, she'd do it for me, kind of thing.  And it 
helped, like, when you're in rehab, the last thing you want to do is sit on the phone all day to 
people and explain the situation” (P1). 
 
The specific vocational perspective of program was also perceived to address a gap in patient 
care. Allied health staff reported they did not have the specific vocational-related skills, or the 
time, to carry out the type of work the program coordinator performed.  
 
“… we don’t have those community return to work type contacts, we don’t have that 
familiarity with Centrelink systems [the Australian government social security system], 
all that type of stuff to be able to do that.”  
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“(Occupational Therapist) … if we could fit [vocational rehabilitation] in by the time 
we did everything else, it got filled in. So in terms of, is it filling in a gap in the service, 
absolutely.” (Occupational Therapist, FG3) 
 
The staff also reported various ways in which the coordinators supported patients. This included 
visiting workplaces with patients, supporting patients through the process of a change in work 
or study, and general assistance to achieve goals. 
 
“I think where the program is really vital is [the coordinator] actually goes with the 
patient to their previous place of employment and supports them in person, and that is 
tremendous, because there wouldn’t be that opportunity if there wasn’t [the 
coordinator] or The program. So, and also she just shows people how to do things 
differently …”  
“I guess that there’s assistance to make things happen, which, you know, might 
seem - might seem impossible to achieve on their own.” (FG2) 
  
Communication with employers was considered helpful for understanding the process of 
returning to work for a person with a SCI. Support was also provided to unmotivated patients 
– by either checking back with them from time to time, and when appropriate, addressing 
known barriers.  
 
139 
 
4.2.2.15 Critical elements of service from patients’, healthcare staffs’ and 
VCs’ perceptions: care and compassion, capacity & resources & 
counselling skills 
 
The critical elements of the service were attributed to the characteristics of the service providers 
(VCs) in being caring and compassionate, whilst also efficient and innovative, as highlighted 
below with participants perceptions.  
 
 “ I think the compassion and care that was shown to me and the good direction that I 
was given in making choices and funnelling down my thought processes…” (P2) 
 
 “And, being an unexpected situation, you have to deal with the emotion and to deal – 
and, try to organize your life from one day to the other in a totally different way, so, it 
was for me, in my personal point of view, to have [staff name] there and she was so 
reassuring and she was so caring and so pleasant, and there to tell me, okay, I – I’m not 
alone....” (P7) 
 
 “I was keen to go back to work, kind of thing, and [staff name] kind of helped me boost 
my confidence even more to go back and, yeah.  She helped me a lot....  She got me on 
a roller board as well, like, that you slide underneath a car, and I didn’t--to be truthful, 
I didn’t actually think I would be able to do it, but [staff name] kind of, she--I don’t 
know, she just boosted my confidence with everything and helped me get back to the 
mind-frame that I would be going back to work, kind of thing, and, yeah, helped me a 
lot....” (P1) 
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 “Ah, just that any time I had any questions she was just straight, straight onto it, she 
would do the research, call up unis or TAFE institutes and yeah, print off all the 
information, email me, send them out in posts.  She was, yeah, she was great, yeah, very 
efficient, yeah…” (P6) 
 
There were some identified areas for improvement and include the need for better 
communication to patients about the role of VCs and the preference for one-on-one sessions 
with the VCs (not shared sessions with other patients). For patients transitioning to work/study 
at a later stage, the ability to reconnect and access support for this transition was also identified 
as important. There was also the issue of competing interests and feeling overwhelmed with 
information overload early after injury as highlighted by one participant below. 
 
 “…in acute it was very rushed and you know, lots of time commitments, so I think I – 
when I saw them there was – they were popping in and out and sometimes had 
information for you. But I can definitely see how having lots of competing interests with 
lots of different health professionals doesn’t help, and not having really the – the idea 
of what was happening or what was going on, didn’t really help.…” (P13) 
 
4.2.2.16 The importance of counselling skill – “…a dance of conversation.” 
 
The most pertinent skill to successfully providing this early VR was said to be counselling skill, 
beautifully described as a ‘dance of conversation’: 
 
“I think I’ve had to develop maybe my counselling skills more than I– I’ve used my 
counselling skills more than I have my OT skills on- on, yeah, on more occasions than- 
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than- than- so- so I think... it is a dance of conversation, it is, you know, it is ....” (VC2) 
 
The importance of this skill is further supported by the suggestion that specific vocational 
counselling / career guidance / adjustment to disability and trauma counselling skills and 
training would be of great value to the role. Other aspects that were given prominence include 
motivational interviewing skill, having empathy, and maybe a little bit of life experience to 
have some credibility. A background in VR, understanding how the system works and services 
that are available, to establish links and connections were also deemed important.  
 
4.2.2.17 The benefits of incorporating vocational goals in overall 
rehabilitation goal: importance of meaningful therapy – “rather 
than a wooden board with pegs”  
 
 The way in which vocationally-oriented rehabilitation therapy was made much more 
meaningful is highlighted by the ‘story’ below:  
 
 “And so anyway, I’ll tell you the story.... one was paraplegic and had difficulty with his 
 balance and the other guy had a central cord, so his upper limbs, hand function 
 wasn’t so good.  And  he wanted – they wanted to play with motorbike – a motorbike 
 engine  and see how they could go with the dexterity and start looking at, well 
could  they still tinker.... and basically I got a Harley Davidson engine donated to the 
hospital, – and basically it’s just for them to tinker on and – and try hand tools with and 
...it just is an appropriate tool rather than a – a wooden board with pegs on it.” (VC1) 
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The importance of incorporating vocational activities into rehabilitation was something that 
was felt to be crucial. Encouraging a work focus to some of the therapy activities helped to 
show the person over time that they can actually resume some of their pre-injury work activities. 
This can involve job analysis or task analysis as explained by one VC as: “well, okay what part 
of that could he do now?”  Or, you know, spark an interest in it again.  Feedback, what they 
can or can’t do, modify ways that they might be able to do it now to show them that they still 
can because in their mind they can’t imagine it, if they can’t see it” (VC3).   
 
4.2.2.18 Absence of role conflict due to differing focus, team dynamics 
and good communication  
 
Role conflict, ambiguity and/or overlap were not deemed to be an issue by the VCs given 
effective mechanisms for communication and working relationship within the rehabilitation 
team. It was pointed out that the inpatient occupational therapists already have more than 
enough to do in the areas of functioning, discharge planning, housing and independent living. 
It was also said that “because of their caseloads and stuff, work hasn’t been on the agenda 
(VC2)” and that “they’re happy that someone else is looking after the vocational side of things 
(VC1)”. Similarly with social work, another VC highlighted that “she was happy to share the 
load...yeah...she was busy enough so (VC4)”. The importance of good communication and team 
cohesion is further highlighted below:  
 
“I guess it was – it was just a case of clarifying, yeah, good, you – like you know, we 
will work together.  So I mean, if I’m just thinking of a – a – we just communicate 
basically...we just chat about it then.  So it’s just a – like it’s not really a big deal, like” 
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(VC1) 
 
“No. I- I don’t think so. I think because, you know, I’ve always fitted in with other 
therapies and I have a good working relationship with the OTs and physios who are 
very- very keen for the person not to miss out on my session...” (VC2) 
 
  
144 
 
4.2.2.19 Conflicting messages to patients: How to solve barriers to 
participation like the ‘disability support pension’?  
 
There was a consensus (among spinal unit staff and VCs) that bureaucratic factors sent 
conflicting messages to patients. Staff reported that some patients needed to declare they were 
unfit for work when applying for government funding, which is in contrast to the program 
encouraging the possibility of returning to work: 
 
“So some clients … are hesitant to look at that return to work because their DSP 
[Disability Support Pension] is their sole means of income while they’re here in 
hospital, and if they’re looking at a return to work I believe it impacts on their ability 
to receive that DSP as well.” (Occupational Therapist, FG1) 
 
“I think the longer term income source [pause] so the way the, if you like, the DSP is 
applied for and the- the type of statements that are required by the doctor and- and that 
that can, you know, if- if we think that all of this subtle messaging is so powerful in what 
can that message do to a person when they read it on a form.” (VC2) 
 
Clearly this is an area for policy reconsideration and will be taken up in depth in the next 
chapter.  
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4.2.2.20 Finally - whose project is rehabilitation, anyway? The rallying cry 
against outcome focussed VR services vs. patient (goal) centred 
services 
 
One of the unexpected findings of this evaluation is the VCs overwhelming consensus that 
outcome or employment targets based services (which is the usual local VR practice) have many 
limitations and also seem to affect the service providers’ job satisfaction, as voiced by all three 
VCs below. The first response relates that the outcome based services are not truly patient 
centred, for example in goal setting, while one other also highlights the pressure to achieve, in 
contrast to current early in-patient VR service provision, whereby it’s more patient driven and 
being in a different context, there wasn’t any administrative employment targets set for the 
VCs. 
 
“…the risk in my previous CRS role was that there was such pressure on outcomes that 
it was get the person back to work or into a job by the shortest possible route and you’re 
not- often you were effectively having to goal set for that person rather than it being 
genuinely assisting that person.” (VC2) 
 
“…we are not so outcome driven that we are, you know, if we don’t get these three 
people to do this well then we are going to look bad.  It is like the whole idea of this is 
that we are trying to look at what best services this client population and how – and we 
are learning as we go, you know” (VC3) 
 
“And I don’t think there’s other - the other disability services would provide that level 
of assistance either.  I don’t think any of them would in this current, you know, system, 
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with competing - you know, we have targets that we have to meet and all that sort of 
thing…” (VC1) 
 
The VCs also highlighted many other advantages of working within a SCI rehabilitation 
inpatient team, namely having smaller caseloads, being patient-centred / paced rather than 
outcomes driven and having much more freedom in the role. It’s well encapsulated by one of 
the VCs response as below: 
 
 “I think the resounding thing has been my goals are their goals...So their goals are 
 driving what I do and I think I’m in a privileged position that my work is not about a 
 discharge date and bed stays, and so I can work and have goals that are important to 
 them” (VC1) 
 
This brings to fore the much ‘soul-searching’ required question of whose project is 
rehabilitation anyway – is it the patients, healthcare professionals or the funding agency? 
Essentially, who calls the shot or has the final say, as to what goals are realistic, what needs 
focussing in rehabilitation as well as areas of research priorities, also in selection of outcome 
measures to represent success from whose perspective, and this will be taken up in the next 
chapter.    
 
In conclusion, implementing an early vocational rehabilitation program with individuals in the 
hospital setting is feasible, given it was perceived to be appropriate and the services can be 
integrated and provided by vocational coordinators working within an inpatient multi-
disciplinary SCI rehabilitation setting. It not only appears appropriate, important, and valuable 
from patients’ perspectives, early engagement created a sense of hope and direction, which 
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encouraged patients to see the possibility of returning to work or education very early after 
injury, and allowed rehabilitation to be directed accordingly. The key nature of service 
provision being patient centred and paced, within the context of a supportive SCI rehabilitation 
team seemed to engender much hope and optimism, which are salient for newly-injured 
individuals with SCI in the hospital settings. However, this evaluation has also identified that 
there is room for improvement particularly in the areas of patient selection, assessing readiness 
for intervention and the need for improved counselling skills for service providers given the 
complexity of dealing with newly injured individual. 
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CHAPTER 5: DISCUSSION  
5.1 Introduction 
 
 
Employment and economic self-sufficiency are known to be a high priority for persons with 
SCI; being associated with improved health, quality of life and well-being, yet to date there is 
little evidence of effective interventions to improve employment outcomes in people after 
catastrophic injury (Ottomanelli et al., 2014; Ottomanelli et al., 2012). This thesis undertook a 
comprehensive evaluation of an early intervention vocational rehabilitation (VR) program 
delivered to newly injured individuals with spinal cord injury (SCI) in the hospital setting by 
vocational coordinators (VC) working within a multi-disciplinary in-patient rehabilitation team. 
It examined key aspects of the early VR intervention program in relation to its context (less 
than 6 months post-injury), process of delivery (offered to inpatients by vocational coordinators 
integrated into the multidisciplinary SCI unit team) and outcomes for employment and cost. 
 
The main objective of the organisation funding this intervention (icare lifetime care) was to 
improve vocational outcomes. The evaluation therefore aimed to inform decision-making about 
continuation of funding for the service based on assessment of its overall efficacy and value, as 
well as to identify issues that may need rectification or for quality improvement of services (see 
document attached in Appendix C). The findings of this multi-method evaluation will be 
discussed in the following sections with reference to relevant literature and also in engagement 
with relevant theories such as Ryan and Deci’s self-determination theory, (Ryan & Deci, 2000), 
personality theory and Snyder’s hope theory (Snyder, 2002).    
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The relationships between employment and well-being (e.g. mental health) are complex as 
reflected by the recently revised position statement of the Australasian Faculty of Occupational 
and Environmental Medicine (AFOEM) from “Realising the Health Benefits of Work” in 2011 
to “Realising the Health Benefits of Good Work” in 2017.35 The revised consensus states that 
“Good work is engaging, fair, respectful and balances job demands, autonomy and job security. 
Good work accepts the importance of culture and traditional beliefs. It is characterised by safe 
and healthy work practices and it strikes a balance between the interests of individuals, 
employers and society. It requires effective change management, clear and realistic 
performance indicators, matches the work to the individual and uses transparent productivity 
metrics”. In the subsequent sections, the fundamentals of the program will be continually 
examined and placed in context within the overall interpretation of the evaluation’s findings 
and be presented with recommendations and implications for policy, practice and future 
research.   
 
5.2 Getting the fundamentals right: what & why, 
vocational rehabilitation? 
 
This program was inspired by the reported increased vocational outcomes of an early 
intervention vocational program (called Kaleidoscope) among individuals with SCI in New 
Zealand (NZ), and was initiated and funded by the icare lifetime care (a state government 
statutory authority in NSW) and jointly developed with input from multiple local stakeholders 
(particularly the NSW spinal units’ staff) complemented by support and training by the NZ 
                                                 
35 Health Benefits of Good Work. (https://www.racp.edu.au/advocacy/division-faculty-and-chapter-
priorities/faculty-of-occupational-environmental-medicine/health-benefits-of-good-work accessed 8 March 
2018). 
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based Kaleidoscope team. The program was to promote early positive expectations regarding 
work, provide vocational counselling and incorporate realistic work-related goals into the 
patients’ overall rehabilitation program, aiming for eventual enhanced vocational participation.  
 
In Chapter 2 of this thesis, the assumptions underlying the program and the evidence for 
effectiveness of the Kaleidoscope program, upon which the current program was modelled, was 
examined against the extant literature. Several pertinent issues have been highlighted and chief 
amongst them was the fact that the Kaleidoscope program lacks a strong evidence base without 
comprehensive review of outcome achievements or clarity about the actual active ingredient(s) 
of the interventions. This early intervention program may also be guided by mistaken 
assumptions about disability in general and SCI specifically, and the role of employment. 
Additionally, there is a lack of documentation about which aspect of the Kaleidoscope model 
was adopted, adapted or changed for the NSW context and the reasons and rationale 
underpinning these decisions.   
 
There is also a lack of clearly articulated philosophical underpinnings and theoretical 
framework for the Kaleidoscope program upon which this program is modelled. Kaleidoscope’s 
approach has been interpreted in a thesis on critical analysis of vocational rehabilitation 
practices in New Zealand as ‘strength/empowerment’ based with a tendency towards 
normalisation of disability (Fadyl, 2013). This approach has been criticised as being 
paternalistic, disciplining and having a one-sided orientation to labour participation (van Hal et 
al., 2012), with potential to neglect or ignore other important aspects of illness experience, such 
as biographical disruption and coming to terms with disrupted identities (Aujoulat, Marcolongo, 
Bonadiman, & Deccache, 2008; Bury, 1982; Christiansen, 1999; Laliberte-Rudman, 2002; van 
Hal et al., 2012).  
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Another issue of concern, from review of literature from the social and political fields is the 
increasing voices of dissent against the increasingly lucrative rehabilitation or disability 
‘industry’ helmed predominantly by healthcare professionals. The approach and overall 
tendency have been perceived to be promoting and championing normalising practices based 
on neoliberal policies deceptively couched in patient centred and empowerment discourses, 
being more in tune with economic concerns rather than social justice or human rights (Carney, 
2006; Cummins, 2016; Galvin, 2006; Mays, 2005, 2015; Ville, 2005). These concerns will be 
explored within the context of this study’s main findings, especially the relatively poor 
outcomes for certain sub-populations with many disadvantages, who are also, potentially likely 
to not be included in such service provision. 
 
5.3 Evaluating complex interventions such as vocational 
rehabilitation  
 
Vocational rehabilitation is the main intervention of this program; however, as discussed in 
Chapter 2, it is not well operationally defined, nor is the active ingredient that produces the 
intended treatment effects clearly defined. Like many rehabilitation interventions, it lacks a 
theoretical basis.  There is a need to understand the relationships of the parts to the whole and 
the synergistic effects of the total suite of services, given other contextual issues such as 
variation in therapist behaviour, patient engagement and service delivery systems to be able to 
eventually disseminate, communicate clearly and train new practitioners to administer the 
interventions appropriately (Elliott & Leung, 2005; Kristensen, 2005; Whyte et al., 2014; 
Whyte & Hart, 2003).  
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A challenge for evaluating and interpreting the effectiveness of this program is attempting to 
unravel the ‘black box’ (Whyte & Hart, 2003) involving a multi-component (counselling, 
exercise, education, etc.) and multi-faceted (early, integrated, inpatient, etc.) vocational 
intervention, which has multiple targets (workplace, educational institution, etc.) and 
stakeholders (worker, employer, family, insurance agency, etc.). It may be argued that success 
in achieving positive employment outcomes is more a product of the workplace, local economy 
(job market) and insurance system than attributable to rehabilitation interventions (Marnetoft, 
2015).  
 
A complex intervention has been defined as one comprising multiple interacting components, 
requisite skilful behaviours by those delivering or receiving the intervention, different groups 
or organisational levels being targeted, number and variability of outcomes and degree of 
flexibility or tailoring of the intervention (Craig et al., 2008; Moore et al., 2015a). 
Recommendations and guidelines for evaluation of complex interventions have been 
disseminated over the last decade or so, predominantly recommending a theory based, multiple 
phases/stages of process and outcome evaluations using a combination of both quantitative and 
qualitative methods (Campbell et al., 2000; Craig et al., 2008; De Silva et al., 2014; Hawe, 
2015; Moore et al., 2015b; Pawson, Greenhalgh, Harvey, & Walshe, 2005; Stame, 2004).  
 
This evaluation employed both quantitative and qualitative methods. However, it simply used 
multiple methods to answer the different research questions, in that the quantitative and 
qualitative methods were not mixed at any stage of the design of the evaluation to inform, 
influence or complement each other meaningfully (e.g. via purposeful sampling to address the 
same research question) as normally conducted in the more sophisticated mixed methodologies 
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(Greene et al., 1989; Johnson et al., 2007). Overall, both the design of the intervention and its 
evaluation are uninformed by theory and limited by lack of a comprehensive evidence review 
prior to commencing the early VR program and clear articulation of active ingredients, which 
is the case for most medical rehabilitation interventions anyway (Elliott & Leung, 2005; Hawe, 
Shiell, & Riley, 2009; Kristensen, 2005; Whyte, 2008).   
 
Evaluation of complex interventions have moved away from considering an intervention as a 
program, a set of products or technology to represent it as relationships, resources, power 
structures, powerful ideas and sets of values (Hawe, 2015). It is essential therefore for the 
essence of the intervention to be explicated and linked to expected changes in persons or the 
environment, valuing function of the intervention more than the form, and role and meaning 
more than face value. As an example this program could have potentially been imagined, 
inspired and designed differently based on the ‘self-determination theory’ (Ryan & Deci, 2000) 
valuing interventions (in any form) that could (function to) enhance the three innate 
psychological needs of competence, autonomy, and relatedness which when satisfied, could 
potentially yield enhanced self-motivation and mental health benefits (Farholm, Halvari, 
Niemiec, Williams, & Deci, 2017; Gagné & Deci, 2005; Olafsen, Niemiec, Halvari, Deci, & 
Williams, 2017). Return to paid employment could be one of the paths rather than the only or 
ultimate path or aim. 
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5.4 Key evaluation findings 
 
The aforementioned methodological limitations regarding unclear active ingredients of the 
intervention, possible inaccurate assumptions in its design and heterogeneous population of 
inpatients with SCI being targeted  (Krishna et al., 2014; Roels et al., 2015), mean that outcomes 
may not be attributed to the intervention itself and the methodology does not completely match 
the current best recommendations for the evaluation of complex interventions (De Silva et al., 
2014; Moore et al., 2015a; Rogers, 2008). However, in spite of all these difficulties, there are 
still many learning points, actionable items and sensitising concepts lending important 
implications to the findings of this evaluation, particularly given the dearth of research in this 
niche area of early vocational intervention for seriously injured and disabled individuals, which 
will be discussed in-depth below. 
 
The key findings of this study are as outlined in Table 20 below, whereby both the key 
quantitative and the qualitative findings (in the form of thematic statements) are presented 
matched to the various objectives addressing outcomes, context and process component of the 
evaluation to form the basis of this discussion. 
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Table 20. Summary of key evaluation (quantitative and qualitative) findings  
 
 
Quantitative objective  
 
Will early intervention eventually improve employment outcomes and what are the cost 
implications? (outcome) 
   
Program 
participation 
rate 
(n=168/328) 
Employment 
rate at 12 & 
24 months 
(n=33/80) & 
(n=43/78) 
Program 
median 
inpatient 
duration (& 
range) per 
participant  
(n=94) 
Program 
median 
inpatient  
hours (& 
range) per 
participant  
(n=94) 
Cost of VR 
service 
provision per 
participant  
(n=168) 
Estimated  
cost of VR 
per 
successful 
participant  
51%  41% & 55% 11 weeks 
( 3 – 39 wks) 
9 hours 
(1 – 75 hrs) 
$4211 $10,560 to 
$28,302 
 
 
Qualitative objectives 
 
 
1. Is early vocational intervention 
appropriate for newly injured (less than 6 
months) individuals with SCI, particularly 
with regards to concerns about adjustment? 
(context) 
 
2. Can vocational intervention services be 
integrated and provided by vocational 
coordinators working within an inpatient 
multidisciplinary SCI rehabilitation setting? 
(process) 
 
 
 
 
Key findings: 
 
1. Valued option to access early intensive, integrated (hope inspiring) services within 
hospital setting 
 
2. The impact of time: cultural shift and acceptance of vocational rehabilitation as part of 
inpatient rehabilitation 
 
3. Assessment of ‘readiness’ for early intervention through team-based consensus: “There 
will always be those who are ready” and “there will be those who are not…” 
 
4. The construct of ‘readiness’: Perceptions of vocational coordinators and healthcare staff 
 
5. The view from patients’ perspectives: timing, nature of injury and concerns about health 
and future 
 
6. The three archetypes: The ‘don’t think I can’; ‘need to be pushed’ and ‘I’ll do it my 
way…’ 
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7. The intersection between prognosis for recovery after injury and readiness to engage: 
“Don’t know where I’m going to get yet…” 
 
8. The unexplainable time-frame of adjustment process: ‘injury like this you need one to 
two years’ vs. ‘there’s probably no right time…’ 
 
9. Other competing priorities:  health, physical functioning, sport and family 
 
10. The sensitive area of not always getting timing of approach and patient selection right: 
‘perceived pressure to participate, anger and the experience of a slump when reality hits’ 
 
11. The program is an offer, the participation is voluntary and the pace is set by the 
participant 
 
12. Providing VR services within the hospital setting: flexibility is key: “It’s always plan 
D.” 
 
13. Vocational coordinators act as a ‘bridge’ between participant and the environment 
(workplace): the importance of advocacy role 
 
14. Critical elements of service from patients’, healthcare staffs’ and VCs’ perceptions: care 
and compassion, capacity & resources & counselling skills 
 
15. The importance of counselling skill – “…a dance of conversation.” 
 
16. The benefits of incorporating vocational goals in overall rehabilitation goal: importance 
of meaningful therapy – “rather than a wooden board with pegs” 
 
17. Absence of role conflict due to differing focus, team dynamics and good 
communication 
 
18. Conflicting messages to patients: How to solve barriers to participation like the 
‘disability support pension’? 
 
19. Finally - whose project is rehabilitation, anyway? The rallying cry against outcome 
focused vocational rehabilitation services vs. patient (goal) centred services 
 
 
 
  
157 
 
5.4.1 Doubling of paid employment rates 
 
This early intervention program did result in an impressive return to work rates of 41% at 12 
months and 55% at 24 months after an intervention provided in the hospital settings by 
vocational coordinators working as part of the SCI multi-disciplinary rehabilitation inpatient 
team. This is more so, since these were obtained, very early after injury (12 and 24 months) 
when the rates tend to be depressed, as shown in Table 9. The rate at 12 months (41%) can be 
claimed to be the highest reported RTW rate at 12 months following SCI to date and rank 
amongst the highest RTW rates reported in association with any form of intervention (see 
Tables 21 and 22 - bearing in mind the many limitations of interpreting and comparing such 
rates, such as differing definitions of employment).  
 
It would have been ideal to have had a concurrent control group for comparison in this 
intervention’s evaluation. However, this was not possible given the way the intervention was 
designed and provided, in that the key criterion for participation was an identified (either by the 
team and/or the inpatient) vocational and/or educational goal. It was felt that it would be 
unethical to have a control group that’s denied or even delayed such services and therefore for 
reasons of equity the services were offered to all interested inpatients during the two year 
program period. Even if the ethical issues can be reasonably resolved (for example, by 
providing a lesser or different form of intervention for those with identified vocational or 
educational goals), considering the inpatient SCI population’s number and demographics (age, 
vocational interest, etc.) and other factors such as program drop-outs, a concurrent control group 
would have required a large number of participants and a much longer recruitment period. The 
current anticipated number of new SCI cases in NSW per year is only about 130 over the last 
seven years (Middleton, 2017).  
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Additionally this program was also fully incorporated as part of the inpatient rehabilitation care, 
whereby patient selection happened ‘organically’ by team consensus (as opposed to strict ‘tick-
box’ selection criteria). The desire to participate in the program could have been expressed by 
the participant himself upon reading brochures available in the ward or talking to other 
participants or healthcare team members, but it is more likely to be solicited by one of the team 
members upon discussion and consensus at the weekly meeting that an individual would be 
considered suitable and would benefit from such services (as discussed in the results section).   
 
For the purposes of this evaluation (as opposed to the program participation), it was felt that it 
was important to understand the experience of newly injured individuals with SCI (as opposed 
to those with chronic SCI being re-admitted) and therefore the newly injured criterion (less than 
6 months) was introduced, besides the other practical, English language proficiency inclusion 
criterion. In this evaluation, eventually only participants with chronic SCI (more than 6 months 
n=54) and those refusing to consent to participate (n=14) were excluded.  
 
Two similar historical cohorts from NSW that did not receive any intensive, integrated early 
vocational interventions can be used for comparison of vocational achievements. The first 
cohort is a group of individuals with traumatic SCI of working age (16 to 65 years) from the 
same three spinal units in NSW, admitted between mid-2003 and March 2005. Whereby at 12 
months post discharge from the units 27% (n=20/72) were in some form of paid employment 
and at 24 months, the rate was 29% (n=21/72) (Murphy, Middleton, Quirk, De Wolf, & 
Cameron, 2009; Murphy et al., 2011), rates almost only half of this program’s achievement. A 
second more recent cohort is a group of 71 icare lifetime care scheme participants (involving 
only traumatic SCI due to motor vehicle crash), whereby the 2-year vocational achievement 
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was 25% (n=18/71)36, also, only half of this program’s rate. The obvious factors confounding 
comparison would be the nature of SCI (traumatic only) and that these cohorts lack the selection 
factor based on having identified vocational or educational goals.  
 
It remains unknown which component of this program and in what combination (i.e. 
counselling, education, workplace advocacy, liaison, visit etc.) resulted in the comparatively 
better RTW outcomes. One factor likely to be contributing is the easier and earlier path to pre-
injury jobs. Though the return to same employer, same job or otherwise, was not tracked in this 
evaluation, overall, at the time of injury, 87 persons were in employment and at 12 and 24 
months post-injury, 27 (31%) and 34 (39%) were still employed, respectively. In other words, 
by two years post-injury, 53 (61%) jobs had been lost, based on assumptions that return to pre-
injury employment after such a prolonged period of work absence was not feasible (and also 
considering the limitation of some missing data). In comparison, almost all the other studies 
reporting early (mostly 12 months) return to work (RTW) rates had much lower rates (see Table 
9) potentially reflecting significant loss of pre-injury jobs (around >80%).  
 
This has been noted in the RTW literature as a loss of window of opportunity to return to pre-
injury occupations due to delay in service provision (Krause, 2003; Krause et al., 2010). James 
Krause, a noted, well published researcher in the field of vocational rehabilitation for 
individuals with SCI (who is also an individual with SCI himself) has stated that working on 
adjustment issues in clients with SCI, such as following a hands-off approach allowing an 
individual time to adjust to his/her SCI may inadvertently contribute to closing the window of 
                                                 
36 NSW Australia, Icare  lifetime care and Support Scheme: Five and Two Year Outcomes of Participants with 
Severe (Brain & Spinal) Injuries: predictive and comparative analyses 
(https://www.researchgate.net/publication/304129514_NSW_Australia_Lifetime_Care_and_Support_Scheme_F
ive_and_Two_Year_Outcomes_of_Participants_with_Severe_Brain_Spinal_Injuries_predictive_and_comparativ
e_analyses accessed on 8 March 2018) 
160 
 
opportunity for a relatively speedy time to return to pre-injury employment (J. S. Krause, 2003; 
Krause et al., 2010). However, the qualitative findings of this study may suggest a more 
nuanced understanding of the construct of adjustment in relation to vocational decision making 
and will be discussed in subsequent sections below.  
 
The only other known early intervention programs with which to compare RTW rates are the 
early intervention vocational rehabilitation program (EIVR) in Victoria, Australia and the 
‘Bridge’ (between in and out-patient) program in the United States of America (US). The EIVR 
program, also inspired by the Kaleidoscope model, achieved a 33% (n=32/97) paid employment 
rate at the final follow-up period of the study, about 3.5 years post traumatic SCI (Hilton et al., 
2017). The Bridge program provided intensive case management vocational services beginning 
close to the time of discharge from inpatient rehabilitation but mostly as out-patient services in 
the community. This program achieved a return rate of 17% during the one year follow-up 
(King, Emery, Warren, & Landis, 2004). This rate is comparatively low even though services 
were provided relatively close to time of injury and one likely explanation could be the lack of 
intensive inpatient integrated services commencing long (months) before discharge.  
 
Other studies with similarly high early return to work rates involved two cohorts, one from New 
Zealand and another from the US (Table 22). The New Zealand cohort of persons admitted to 
two spinal units in 2007 to 2009 achieved 42% (n=35/84) and 49% (n=37/75) paid employment 
rates at 18 and 30 months after injury, respectively (Paul et al., 2013). It was postulated that the 
high rates may be due to the no-fault injury compensation scheme (not unlike the NSW icare 
lifetime care scheme), generous earnings-related compensation, a focus on work rehabilitation 
and non-means tested support services. The Kaleidoscope program was fully functioning during 
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this period of study in these spinal units in New Zealand. However; the study does not make 
any specific reference to this program.    
 
The US state vocational rehabilitation agencies that achieved 54% employment rate in 2001 
attributed success to counselling, assistive technology, and particularly job placement and 
support services (Marini et al., 2008). The only randomised controlled vocational intervention 
trial among individuals with SCI to date, involved US based veterans with an average of 12 
years post injury, achieving 26% and 30%, competitive employment return rates at 1 and 2 
years post intervention respectively, using a model of intervention emphasizing job placement 
and intensive support services (Ottomanelli et al., 2014; Ottomanelli et al., 2012). 
 
However, the interpretation and comparison of RTW rates have many challenges. It can be 
clearly seen (Table 21 & 22) that ‘employment’ has been defined in various ways using different 
terms such as return to productive activities, labour force participation, including students or 
those in training, impacting the extent to which these rates can be meaningfully interpreted and 
effectively compared. It has been highlighted that the lack of consistency and 
comprehensiveness of RTW measurement is one of the key factors affecting the advancement 
of the field of RTW research (Biering, Hjøllund, & Lund, 2013; Wasiak et al., 2007).  
 
It has also been argued that RTW is an evolving, complex and sometimes nonlinear process and 
should be kept in mind when assessing the success of any RTW effort based on a single/simple 
RTW event measurement (Vogel, Barker, Young, Ruseckaite, & Collie, 2011; Young, 2014). 
This evaluation used a relatively ‘lenient’ definition of employment in terms of hours worked 
(at least 1 hour/week) consistent with Australian official employment statistics. Many studies, 
both among individuals with SCI, as well as other populations tend to use the competitive 
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employment definition of working for at least minimum wage in the community, either part or 
full time (Ottomanelli et al., 2012; Suijkerbuijk et al., 2015). 
 
Despite these limitations, the fact that over half of this program’s participants had some form 
of gainful employment activity at 24 months is encouraging and better than most published 
return rates to date. Comparing return rates of studies without any intervention and even with 
interventions (Tables 21 and 22), shows that this program’s rate is almost double and also 
improved with time, likely due to earlier return to pre-injury employer and/or occupation, which 
is an easier and less time and resource intensive path. However, it can be argued that this 
intervention benefitted those who are most likely to RTW anyway or those closest to the labour 
market (employed pre-injury in the more skilled, professional and managerial groups). It is 
rather unfortunate, but not unexpected, that the VR services were not as effective for those 
furthest from the labour market and this will be discussed separately. One of the weaknesses of 
the survey instrument (questionnaire) is that, it did not track whether participants returned, to 
same employer or occupation or modified work or to a new employer.  
 
Overall, taking the context of the inpatient population with SCI in NSW, to whom this 
intervention was directed, the participation rate is rather modest (51%, n=168/328) and it can 
be expected that about half (41 to 55%) of those participating may achieve positive employment 
outcomes with early intervention. The reason for low participation in program is also 
significant, in that the majority (n=75/160, 47%) of those not participating were aged pensioners 
without vocational or educational goals. In considering the ageing trend of SCI inpatient 
populations (Middleton, 2017; New et al., 2015), perhaps it is appropriate to re-consider the 
vocational and educational focus of interventions and include all manners of social participation 
(Kennedy, Lude, & Taylor, 2006) aiming for ultimate well-being and improved health.  
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This program did not have an upper age limit, in that participation was based on identification 
of a vocational goal and there were 25 individuals above 65 (the oldest being a 76 years old 
pharmacist) who participated and 10 persons (40%) were still in employment at 24 months from 
injury. This may suggest that restricting services to only a younger cohort or having an age limit 
may limit personal choice, option and autonomy. However, the cost-effectiveness of such 
service provision given the mental health benefits associated with retirement remains tentative 
and a subject for further exploration. 
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Table 21. Comparison of 12 month post SCI employment outcome  
 
Author, Year & 
Country 
Sample 
size 
Response 
rate 
Intervention RTW rate at 12 
months post 
SCI 
This study   
NSW Australia (2014) 
100 78% Early VR 
interventions 
provided in hospital 
settings  
41% 
(Meade, Lewis, 
Jackson, & Hess, 2004) 
US Model SCI Systems  
5925 100% NR 13.5% 
(Stuart Krause et al., 
1999) 
US Model SCI Systems 
3756 80% NR 13.8% 
(King et al., 2004) 
Georgia, US 
174 NR A case management 
program (called 
‘Bridge’) designed to 
follow clients after 
discharge from 
inpatient 
rehabilitation 
16.7%* 
(rate is 12 
months from 
program 
discharge)* 
(Putzke, Barrett, 
Richards, Underhill, & 
Lobello, 2004) 
Alabama, US 
207 NR NR 13% 
(Forchheimer & Tate, 
2004) 
Michigan, US 
81 100% NR 20% 
(Hess, Meade, 
Forchheimer, & Tate, 
2004) 
Michigan, US 
2875 NR NR 29.3% 
(Kolakowsky-Hayner 
et al., 2002) 
Virginia, US 
30 100% NR 20% 
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The US National SCI 
statistical centre 
database (2016)37 
31, 255 NR NR 12.4% 
(Backus et al., 2013) 
Georgia, US 
1032 82% NR 27.5%*  
*(were working 
or in school) 
NR – not reported 
                                                 
37 https://www.nscisc.uab.edu/Public/Facts%202016.pdf / accessed 13 March 2017 / National Spinal Cord Injury 
Statistical Center, Facts and Figures at a Glance. Birmingham, AL: University of Alabama at Birmingham, 2016 
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Table 22. Comparison of the 24 month post SCI employment outcome with other interventions among individuals with SCI  
 
Author, year, country Population, SCI sample size 
(n) 
Intervention Outcome Measure RTW & time point 
This study 
NSW, Australia (2015) 
Inpatients with recent SCI, 
able to participate and work 
towards vocational goals 
(n=100) 
Multi component VR 
services including 
counselling  
Paid and self employment of 
at least 1 hour/week  
55% at 24 months from time 
of injury (n=43/78) 
(Ottomanelli et al., 2017) 
US 
Veterans with chronic SCI 
with desire for employment 
(n=213) 
Individual Placement & 
Support (IPS) model of 
Supported Employment 
Competitive employment 
(jobs in community with at 
least minimal wage) for a 
prospective non randomised 
cohort  
43.2% over 24 months of 
intervention & 
52.2% (for subgroup without 
brain injury) 
(Rowell & Connelly, 2010) 
Australia 
Individuals with chronic SCI 
drawn from the membership 
list of a non-government 
organization of whom 132 
received a personal support 
package at the time of the 
study 
(n=109) 
Package of services provided 
for assisting the recipient 
with the activities of daily 
living (e.g., bathing, food 
preparation, etc.) 
In the labour force if 
employed or unemployed 
and looking for work.  
The employed are 
respondents who declare any 
labour market earnings for 
the current year 
39% in the labour force & 
26% employed at time of 
study 
(Phillips, Hunsaker, & 
Florence, 2012) 
US 
Newly injured people post 
discharge who were 
followed for up to 2 years 
(n=111) 
Analysed data on secondary 
outcomes from a cohort  
who participated in a tele- 
rehabilitation intervention to 
reduce the incidence of 
secondary conditions 
Return to productive 
activities (school, vocational 
training, homemaker or 
volunteering) as a wider 
rehabilitation goal.  
Focused on return to 
employment among those 
employed at injury only, as 
NR 
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becoming employed is likely 
to be a different process than 
returning to work. 
(Marini et al., 2008) 
US 
Persons with spinal cord 
injury referred to state VR 
services whose cases were 
closed in the fiscal year 2001 
(n=10,901) 
Multi component VR 
services e.g. counselling, 
assistive technology, and job 
placement and support 
services  
Competitive employment, 
only consumers who were 
employed in integrated 
competitive employment 
settings. 
54% cases closed as 
employed 
(Inge, Cimera, Revell, 
Wehman, & Seward, 2015) 
US 
Persons with spinal cord 
injury referred to state VR 
services whose cases were 
closed in the fiscal year (FY) 
2011–2013  
(n=9,205) 
Assessment, VR counselling, 
and rehabilitation technology 
were the three most frequent 
services received for 
individuals whose cases 
were closed successfully 
Status 26 -  Successfully 
exited with an employment 
outcome 
30.8% in FY 2011,  
31.4% in FY 2012, and  
32.4% in FY 2013 
(Paul et al., 2013) 
New Zealand 
A cohort of people admitted 
to the two spinal units in 
New Zealand and followed 
for 30 months 
(n=118) 
NR Return-to-work was defined 
as those in paid work pre-
SCI, and who were back in 
paid work at the time of 
interviews 
42% by 18 months 
(n=35/84) 
49% by 30 months 
(n=37/75) 
NR – not reported  
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5.4.2 The program’s putative active ingredient(s) and potential 
causal mechanism(s) 
 
It has to be acknowledged that the links between the potential active ingredients of the services 
rendered and the eventual employment outcomes remains tentative, in so far as the potential 
causal mechanisms are not able to be clearly established. Also given the complex nature of the 
intervention itself containing many components (potential active ingredients) and multiple 
targets, as well as involving many stakeholders, unravelling causal mechanisms would require 
significant time and resources, especially expertise in research design and methodology, such 
as theory based program evaluation (Champagne & Rivard, 2016). This evaluation utilised 
quantitative and qualitative methods for differing objectives and even in the qualitative 
methods, it utilised a convenience sampling of 13 individuals based on having medical 
appointments at one of the participating hospitals, likely limiting the depth of understanding 
and scope for causal mechanism exploration. 
 
As an alternative, potential active ingredients and causal mechanism could have been explored 
with a much larger sample, using multistage design with more advanced quantitative statistical 
methods. It then can be complemented by qualitative methods using purposive sampling, such 
as criterion based sampling (Curry, Nembhard, & Bradley, 2009; Palinkas et al., 2015) of 
certain sub-groups (e.g. employed vs. unemployed, especially from the disadvantaged groups) 
utilising the concept  of ‘triangulation’ in mixed methodology to explore experiences, 
understand and unravel potential causal mechanisms (Greene et al., 1989; Olsen, 2004).  
As highlighted in the results section, the inpatients valued the attributes of the service provider 
and their role as a bridge, liaison, support, advocate and resource person between them and 
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other agencies such as workplace, education and government institutions. This was reported to 
have inspired much hope and provided motivation, options, support and guidance for making 
plans about the future. Underpinning this, the service providers (VCs) deemed counselling skill 
as paramount, while the other spinal units’ staff valued the specialist knowledge about supports 
available to assist occupational and educational (re)integration as well as having the time to 
focus on vocational issues which has been over-shadowed in the inpatient context by other 
pressing concerns such as discharge dates, equipment and home modifications. The VCs also 
seem to have cherished the non-target or outcome based model of service provision and 
appreciated working with the patients to achieve their goals.  
 
The presence of VCs as part of the in-patient SCI multi-disciplinary rehabilitation team did 
facilitate a ‘culture shift’ to becoming more work-focussed, such as incorporating work-related 
goals into the overall rehabilitation goal plans and encouraging conversations with patients 
about work and educational related issues. The issue of timeliness in terms of readiness to 
discuss and make future plans in the context of adjustment after severe injury such as SCI, will 
also be clarified, chiefly in entangling the presumed direct relation of the two constructs 
(adjustment and readiness).  
 
Related to causal mechanisms, one interesting finding from the qualitative component is the 
likely presence of three ‘archetypes’ of participants: one being unlikely to work, another 
needing to be pushed and the other, who will do so anyhow, on their own - likely impacting 
and/or explaining the outcomes. This interpretation may raise doubts about the efficacy of team-
based consensus in patient selection and assessing ‘readiness.’ It may also potentially represent 
pressure to recruit participants for the program. This program did have participant recruitment 
targets (n=150) but not employment outcome targets.  
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It can be postulated (though not tested in this evaluation) that the first type would not have 
achieved any employment outcomes, the second type would not have achieved it without any 
support, while the achievement of third type may not be due to the efforts of the service 
providers. Those from the second ‘type’ (needing to be pushed) would most likely benefit from 
targeted intensive services as opposed to the other two ‘types’ and this message was brought 
home clearly by the statement of one of the participants (P12, 33/Male) that “Like yeah, she- 
she got me interested in actually wanting to do something because yeah, like I would’ve been 
happy to just to sit around on the- you know, on the pension and watch TV all day.”  
 
Personality profiling for program participation does seem enticing, however, there are many 
issues such as murky ethical grounds that need to be traversed before practice or 
implementation. Additionally, personality (directly) has not been established as a factor 
impacting employment outcomes among individuals with disability in general (Cancelliere et 
al., 2016), as well as individuals with SCI specifically (Trenaman, Miller, Querée, & Escorpizo, 
2015), though it could possibly be a strong determinant.  
 
Given the importance of the person (personality) - environment fit, considered a key facet in 
most career development theories and established as foundational to understanding key 
vocational outcomes, such as job satisfaction, a research program among 56 individuals with 
disability identified the potential of the ‘five-factor’ personality model to predict length of 
employment and work behaviour efficacy (O'Sullivan, Strauser, & Wong, 2012). The ‘five-
factor model’ (FFM) of personality (consisting the personality traits of openness, 
conscientiousness, extroversion, agreeableness, and neuroticism) has emerged as the most 
widely accepted and researched model regarding personality development and is viewed as the 
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unified framework (or grand theory) for personality (DeYoung, 2010; O'Sullivan et al., 2012). 
It remains a potential to be utilised, in particularly targeting different forms of treatments for 
different archetypes or personalities as opposed to as an overall selection tool for participation.  
 
5.4.3 Predictors of employment outcomes, the ethical 
conundrum of participant and program outcome selection   
 
The quantitative component of this evaluation research was not geared towards identifying 
detailed predictors for successful RTW (with sample size insufficient to perform complex 
statistical modelling). Having employment prior to injury, particularly in a managerial or skilled 
occupation, was significantly associated with employment at 24 months, as well as having been 
employed at 12 months. Much has been published in this area reporting many predictive factors 
such as education, financial incentives, type of employment and functional independence 
(Anderson, Dumont, Azzaria, Bourdais, & Noreau, 2007; Trenaman et al., 2015).  
 
However, it has been often lamented that much research effort has been expended to correlate 
various variables and create complex models to identify predictors which has generally not been 
followed by efforts directed at addressing or preventing these conditions among especially 
vulnerable populations (Hammell, 2010; Siegrist & Fekete, 2016). This then raises ethical 
concerns about the purpose, relevance, value, justification and accountability of such research, 
particularly those targeting unmodifiable factors such as age, race and gender. 
 
Interestingly, this evaluation’s qualitative component has flagged potential for selection bias on 
the part of the multi-disciplinary rehabilitation team in identifying inpatients for program 
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participation. Those deemed unlikely to work (who had ‘never worked’, ‘wouldn’t want to work 
anyway’ or were deemed ‘not interested’) due to various perceived personal, educational, socio-
economic and past occupational history may not have been referred for early vocational 
intervention. Even if such ‘types’ of people have been included in the program, based on local 
VR service practices (further discussed below) they may not have been the focus of the service 
providers and the services provided may not have been sufficiently intensive. However 
comparative analyses did not reveal any statistically significant differences in overall service 
provision hours between those employed (n=29, median service 9.8 hours) and those not (n=55, 
median service 9.3 hours), probably due to small sample size.   
 
There are a few ‘readiness’ assessment scales and predictors of success tools and models found 
in the work disability literature, however, none have been comprehensively evaluated from 
various perspectives (i.e. not just psychometrics properties but also from ethics and prevailing 
legislations point of view). The usefulness of one ‘Readiness for Return to Work’ scale based 
on the readiness for change model (Franche, Corbiere, Lee, Breslin, & Hepburn, 2007) was 
tested and found to contain several weaknesses and not particularly recommended in the current 
form (stage allocation approach) for clinical use (Aasdahl et al., 2017). Other tools, like the 
‘Wallis Occupational Rehabilitation RisK (WORRK) Model’ (Luthi, Deriaz, Vuistiner, Burrus, 
& Hilfiker, 2014) and the ‘Work-ability Support Scale’ (WSS), are undergoing (mostly) 
psychometric testings and further evaluation at this stage. 
 
The rationale behind the need for patient selection is understandable, in that (in this program) 
the team members would have weighed the likelihood of outcome achievement (paid 
employment) and therefore selected patients accordingly (‘worker’, ‘young’ ‘family man’). 
This potentially represents a conundrum such that those most disadvantaged at entering the 
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labour market are also unlikely to be provided with services – a practice that has been labelled 
as ‘creaming’ (Byrnes & Lawn, 2013; Matthews, Hanley, Lewis, & Howe, 2014; Mpofu, Craig, 
Millington, Murphy, & Dorstyn, 2015; Spies-Butcher, 2014). 
 
‘Creaming’ and ‘parking’ are practices particularly in the disability employment sector where 
the service providers work intensively with some clients deemed easier to return to work and 
give others with more complex socio-economic issues a bare minimum of service and it has 
been attributed to the rigid results-oriented and target employment outcome funded model 
(Byrnes & Lawn, 2013). One potential solution proposed to overcome this issue which is 
detrimental for those furthest removed from the labour market since they do not produce rapid 
outcomes, is for providers to be paid a lower fee for more job ready clients and higher for less 
job ready clients (Byrnes & Lawn, 2013). However, rating clients as more or less job ready will 
likely be an issue that is not only complex but liable to be manipulated. 
 
In the Australian disability employment context, it has been said that the currently available 
evidence does not provide a clear solution to answer what is a better payment system for 
vocational rehabilitation services, what quality looks like and what a good ‘‘outcome’’ is, 
especially for consumers (Matthews et al., 2014). There seems to be a ‘tension’ arising from 
conflicts related to the humanistic philosophy underpinning rehabilitation and economic 
rationalisation and privatisation of the rehabilitation industry (Matthews et al., 2014).  
 
The ‘elephant in the room’ (metaphorically speaking) when discussing outcomes of any funded 
program such as this vocational rehabilitation program is clearly the burgeoning cost of 
disability, unemployment and welfare provision (Burkhauser et al., 2013), which is rarely 
mentioned in discourses about service provision as opposed to constructs such as ‘work for all’, 
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‘inclusion’ and ‘empowerment’ (Parker Harris, Owen, & Gould, 2012). There are potential 
solutions to this conundrum (e.g. basic income) which will be discussed below. The subsequent 
section first reviews the current program’s cost implications. 
 
5.4.4 Cost implications  
 
The entire 2-year program (inclusive of evaluation) costed the funders (icare lifetime care) more 
than a million dollars (in 2011-2016 dollars). Unfortunately, the evaluation, which stretched 
much beyond the completion of the program, due to various data management and technical 
issues, was not able to capture any healthcare utilisation data to provide a cost-effectiveness 
analysis by the incremental cost-effectiveness ratio (ICER). One of the assumptions supporting 
a ‘dominant’ intervention from a cost (ICER) perspective is that it will produce superior 
outcomes but be less costly in the long-term (taking a societal perspective) due to reduced 
healthcare utilisation, such as hospital visits, readmissions and mental health costs, secondary 
to health benefits of employment (Larg & Moss, 2011; Salkever, 2013).  
 
The overall potential benefits from an early intervention program could additionally be related 
to economic benefits, such as the change in government transfer/welfare payments, gains in tax 
revenue to the government and increased income to the individual (Chalamat, Mihalopoulos, 
Carter, & Vos, 2005). Productivity costs related to work absenteeism and unpaid work by 
caregivers can also be factored in, though they are frequently omitted due to the lack of 
standardisation regarding the methodology for estimating these costs (Krol & Brouwer, 2014). 
Taking all these factors into consideration, not to mention, the personal benefits and enjoyment 
of work for the affected individuals, interventions improving employment outcomes ought to 
be significantly cost-effective from many stakeholders’ perspectives (including individuals, 
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funding agencies, government and the society), which has been shown by the crude cost-benefit 
projection analysis (Table 11). 
 
Unfortunately the evidence to date, for cost-effectiveness and improved quality of life (by 
improving employment outcomes) has not been supportive, based on one well conducted trial 
in the US for individuals with SCI (Ottomanelli, Barnett, & Goetz, 2013; Sinnott et al., 2014) 
as well as among individuals with mental illnesses (Chalamat et al., 2005; Salkever, 2013). The 
study in the US among veterans with chronic SCI was not cost-effective after 1-year of follow-
up and it was concluded that perhaps longer follow-up and a larger study sample will be 
necessary to determine cost-effectiveness (Sinnott et al., 2014).  
 
Similar reasons were given for the lack of cost-effectiveness of the Individual Placement and 
Support (IPS) model of supported employment (SE) among individuals with mental illnesses 
(Salkever, 2013). It was concluded that (from a productivity perspective) though the IPS model 
is effective in assisting people to gain employment, most do so on a casual or part-time basis 
and do not earn enough income to cease receiving government benefits or to pay income tax 
(Chalamat et al., 2005). It has also been interestingly noted (from a quality of life/QOL 
perspective), being unemployed results in much larger decline in QOL compared with the gain 
achieved with employment, especially with the passage of time, suggesting perhaps it’s about 
time for new metrics of cost-effectiveness beyond quality of life years (QALY) gained.   
 
Of interest though, is the difference in the costs in comparison with the only other vocational 
intervention program with individuals with SCI (to date) among veterans in the US that has a 
cost-effectiveness analysis (Sinnott et al., 2014). Though the number of hours of VR services 
were higher (probably more intense out-patient VR services), the overall costs are lower (as 
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shown in Table 23 below) but achieving rather similar vocational outcomes. One possible 
explanation for the differences could be that the costs of out-patient VR services in the US was 
calculated based on hourly rate of services provided over the 12 months period while this 
program’s cost is based on the fixed salary of 2.2 FTE over a 2 year time period.  
 
It is acknowledged though, that there are many confounding factors making direct comparison 
difficult, such as currency, time frame and program contexts (out-patient vs. inpatient, recent 
onset SCI vs. veterans with chronic SCI, etc.). In spite of this the relatively large differences in 
cost and hours of services provided and related outcomes ought to require some reflection 
particularly about the context of inpatient vs. out-patient service provisions. Specifically, for 
the inpatient context, the salary of staff is paid regardless of actual hours of services provided 
while in the out-patient context the payment system is rather complex and generally goes by 
the amount of hours of services rendered and achievement of agreed outcomes or targets 
(Matthews et al., 2014). 
 
As an example, a cost-benefit analysis of vocational rehabilitation services provided by CRS 
Australia to 16,348 clients between July 2001 to December 2002, found an average length of 
25.91 program participation hours (all billable hours) with a total of 30.36 hours (all hours, 
inclusive of pre-program assessment etc., costs of which are borne by CRS) with the average 
per client program cost of $4398 achieving 57% employment rate (Kenyon, Koshy, & Wills-
Johnson, 2005). Again, this cost is quite similar to this current program’s cost ($4211) in spite 
of the large difference in hours of service provision (14 vs. 30 hours) and with relatively similar 
employment outcomes as also outlined in Table 23 below.  
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This relationship between rendered service hours and program outcomes is likely to be complex 
and remains to be unpacked as concluded by the US based SCIRehab project (Whiteneck & 
Gassaway, 2010). It was found that treatment durations explained little additional variance to 
outcomes compared to patient characteristics, concluding that reasons for this and the 
phenomenon that sometimes more hours of service predicted poorer outcomes need further 
study (Whiteneck, Gassaway, Dijkers, Heinemann, & Kreider, 2012).   
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Table 23. Comparison of average hours of service, costs and outcome achieved 
 
Program Program 
outcomes 
Average hours of 
service per 
participant 
Average cost per 
participant 
US based IPS/SE 
model 
(Ottomanelli et al., 
2017; Sinnott et al., 
2014) 
52% at 24 
months 
(n=36/69) 
35.5 ± 31.4 (SD) 
hours  
$1821 ± $1614 (SD) US 
dollars in 2009 (the VR 
service is charged at  
USD$51/hour rate) 
This program 55% at 24 
months 
(n=43/78) 
14 hours (range 1–
75.2 hours) 
$4211 (in 2011-2013 
Australian dollars, largest 
component being the salary 
of 2.2 FTE) 
 
CRS Australia VR 
cost benefit analysis 
(Kenyon et al., 
2005) 
57% overall 
(n=9364/16348
) 
25.91 billable & 
30.36 total hours 
$4398  in 2001-2002 
Australian dollars 
 
 
5.4.5 The limits of inpatient service…there are only so many 
hours in a day! 
 
Service provision in the context of the inpatient hospital stay does have many advantages as 
was highlighted by the VCs, chiefly team cohesion, integration and flexibility. However, the 
limitations of the inpatient context, particularly the rehabilitation setting are that, the therapy 
hours are restricted to office hours during weekdays though the inpatient is (in theory) available 
for participation all waking hours and on all days, including weekends and public holidays. The 
average number of inpatient therapy participation hours has been found to be only around 5 
hours per week (Middleton, 2017; van Langeveld et al., 2011; van Langeveld et al., 2011). The 
participation commencement criterion for state-wide inpatient spinal unit rehabilitation is the 
ability to tolerate 60 minutes of sitting per day (Middleton, 2017). Though the relationship 
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between hours of service and outcome is yet unknown, it potentially remains a delimiting factor 
especially considering the high costs of inpatient hospital stay.  
 
5.4.6 Whose project is rehabilitation anyway? Self-determination 
theory as a framework for intervention, particularly 
informing approach and selection of outcomes 
 
It was highlighted earlier (Chapter 2) that the path to employment is not necessarily a path to 
well-being for all and it ought not, also be the ultimate or only aim to improve individuals’ 
lives. This early intervention program could potentially be re-imagined, inspired and re-
designed based on the ‘self-determination theory (SDT)’ (Ryan & Deci, 2000) valuing 
interventions (in any form) that could (function to) enhance the three innate psychological needs 
of competence, autonomy, and relatedness which when satisfied, could potentially yield 
enhanced self-motivation and mental health benefits (Farholm et al., 2017; Gagné & Deci, 
2005; Olafsen et al., 2017).  
 
SDT has been applied in the health domain, and many studies have shown that autonomous 
motivation (i.e. the enactment of behaviour with a sense of volition, self-initiation, and 
reflective endorsement and perceived internal locus of causality) are critical for behaviour 
change and (importantly) its maintenance (Ng et al., 2012). Key inter-related findings of the 
qualitative component of this evaluation, suggest a need to re-think the approach and design of 
this intervention, whereby patient selection seems to indicate an element of pressure in 
recruitment of participants, pressure was also perceived and voiced by participants and staff. 
There were also possible instances of insensitivity on the part of service providers perceived to 
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be pushing a new career or educational program while patients are still coping with the injury. 
Finally, the service providers (VCs) themselves voiced great enthusiasm and support for 
programs that are patient directed and based on self-identified goals as opposed to target or 
outcome driven.  
 
Clearly there will be a tension between achieving patient/client selected goals and goals that 
are important for funding agencies (likely related to cost) (Levack, Dean, Siegert, & 
McPherson, 2011; Rose, Rosewilliam, & Soundy, 2017). However, it can be argued that 
enhancing a patient or client’s sense of autonomy and intrinsic motivation will very likely 
produce positive mental health/well-being benefits, which will reduce healthcare utilisation 
costs in the long term and result in a win-win situation for all stakeholders (Coduti & Schoen, 
2014; Reuben & Tinetti, 2012; Wells et al., 2013). Specifically, return to paid employment 
could be one of the paths rather than the only or ultimate path or outcome of program. What 
this means is that the ultimate outcome or aim ought to be the individual’s sense of well-being 
and satisfaction with life and if occupation is identified as a personal goal, that all efforts could 
be channelled towards achieving this aim. The additional benefit of taking this approach in the 
‘ageing’ SCI inpatient rehabilitation context is the ability to engage more participants if the 
focus is on well-being enhancing social participation as opposed to only vocational or 
educational endeavours.  
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5.5 Summary 
 
The evaluation (overall) suggests that implementing an early vocational rehabilitation program 
with individuals in the hospital setting is feasible, having been perceived to be appropriate and 
successfully implemented in the three inpatient spinal cord injury unit settings. Vocational 
rehabilitation provided during inpatient rehabilitation not only appears appropriate, important, 
and valuable from patients’ perspectives, early engagement also resulted in feelings of hope 
and encouraged patients to see the possibility of returning to work or education very early after 
injury, and it also allowed rehabilitation to be directed accordingly. The key nature of service 
provision being person-centred and self-paced, within the context of a supportive SCI 
rehabilitation team seemed to engender much hope and optimism, which are salient for newly-
injured individuals with SCI in the hospital settings.  
 
However, this evaluation has also identified some room for improvement, particularly in the 
areas of patient selection, assessing readiness for intervention and the need for better 
counselling skills for service providers given the complexity of dealing with newly injured 
individuals. The issue of disability support pension invalidating the message of work ability of 
injured individuals, as well as other related concerns about the current disability policy will be 
discussed in the following section. In the subsequent sections, the limitations of this multi-
method evaluation program will be discussed followed by the implications for various 
stakeholders, future research recommendations and finally, the conclusions. 
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5.6 Limitations 
 
This evaluation was limited in various practical ways by the involvement of many stakeholders 
with differing objectives in the provision of early intervention services in ‘real world’ clinical 
settings, as opposed to a strictly controlled research setting. Participation in the early 
intervention program (n=168) was distinct from participation in the evaluation of the program 
(n=100), which required written consent followed by baseline and two subsequent follow-up 
interviews at 12 and 24 months from injury onset.  
 
There are of course distinct advantages for embedding research into the actual practice situation, 
but it reduces the ability to control for certain factors, such as sample size (due to time limitation 
of program funding), ethical and logistical issues with participant and control cohort selection, 
setting inclusion and exclusion criteria, access to data and breadth and depth of data collection 
(such as healthcare utilisation data). As an example, though the selection of participants for the 
intervention needed the consensus by the team, there appear to be instances earlier in initiation 
phase of program when participants were included without necessarily having clear vocational 
and/or educational goals and approached in the acute setting (such as the Intensive Care Unit) 
before being ready to participate, as was reported in the results. 
 
Being a naturalistic setting, the timing and duration of early vocational service provision could 
also not be controlled, in that the frequency and duration (actual hours of service provision) 
was generally not dependent on need, but on patient availability. Therefore, the hours of service 
provision may not reflect greater need or intensity of service provision but reflect availability 
of the inpatients amidst all the other ongoing activities, such as medical procedures and therapy 
activities.  
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Perhaps the biggest limitation of this program’s approach is that the interventions provided 
(VR) were not clearly defined or documented and contained multiple components that may or 
may not have worked together synergistically or even be appropriate for certain sub-groups of 
participants. As outlined in the first chapter, the intervention can comprise any combination of 
counselling, coaching, liaison, workplace visit and/or equipment provision, and so on resulting 
in the so called ‘black-box’ phenomenon of many rehabilitation interventions as described as 
far back as 1967 by Paul, “what treatment, by whom, is most effective for this individual with 
that specific problem, and under which set of circumstances?” (G. L. Paul, 1967)? A good 
model to follow in this respect is the IPS model of supported employment, which defines the 
various components clearly and additionally has a tool developed to measure fidelity of 
treatment (Knaeps, DeSmet, & Van Audenhove, 2012).  
 
The other limitations have already been described throughout the results and discussion 
sections, namely the small sample size, 22% lost to follow-up, limitations of self-reported and 
missing data at various follow-up time points. The limitations of the qualitative methodologies 
used in this evaluation have also been described in the beginning of this chapter. In hindsight, 
a more ideal program evaluation could have utilised a mixed method approach for a much more 
nuanced understanding of findings (Curry et al., 2009). However, given certain time and 
resource constraints, this evaluation utilised multiple methods whereby at no stage were these 
methodologies mixed (in the strictest sense) (Greene et al., 1989) however, the findings were 
brought together in the overall discussion and implication sections, as appropriate (Carroll, 
Booth, Leaviss, & Rick, 2013; Chamberlain, Cain, Sheridan, & Dupuis, 2011; Sandelowski & 
Leeman, 2012).  
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5.7 Implications for policy makers 
 
In a public submission to the Welfare System Taskforce of the Department of Social Services 
with regards to Welfare Review, 2014, we (myself and PhD supervisors) have argued that 
defining disability or who exactly is a disabled person has become such a contested issue with 
no clear solution on the horizon that in effect this has created a ‘disability conundrum’ 
(submission attached in Appendix). Essentially almost everyone will be temporarily or 
permanently impaired at some point in life, and those who survive to old age will usually 
experience increasing difficulties in functioning. This creates a challenge in the categorisation 
of ‘disability’ for the purposes of resource allocation, both financial as well as service allocation 
as has been contested recently with the rollout of the Australian National Disability Insurance 
Scheme (NDIS) (Soldatic, van Toorn, Dowse, & Muir, 2014; St Guillaume, 2014; Thill, 2015).   
 
Additionally, we have argued that The UN Convention on the Rights of Persons with 
Disabilities, the WHO International Classification of Functioning, Disability and Health and 
the Australian Disability Discrimination Act, all take a broad inclusive view of disability. The 
identification and stratification of ‘disability’ based on ‘ability’ to work for pension eligibility, 
disregarding contextual, personal and environmental factors, such as the availability of suitable 
work in the person’s local community, gender, level of education, numeracy and literacy skills, 
level of work skills and experience, social or domestic situation or cultural factors creates a 
problem (Madden, Glozier, Mpofu, & Llewellyn, 2011).  
 
We have therefore proposed a potential solution in the form of unconditional basic citizen’s 
income for all with only age and citizenship being the criteria for payment types. Among the 
key rationales in recommending this approach are the increasing automation of work, 
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globalisation, gig economy, precarious employment and increasing inequalities among the rich 
and the poor. Considering the implications on the budget and labour force participation we 
recommended coupling the working age payment to the age pension. For example, any payment 
made during working age will be at the (tiered) expense of the future age pension. In other 
words, there will be an actuarial table of cost projection based on life expectancy for every 
member of the population informing age appropriate pension payment. The actual rate could be 
decided every financial year given the budget considerations. Removal or restructuring of 
means testing could also potentially simplify the system and address the disincentives to enter 
employment.  
 
Moving forward, based on the findings of this current evaluation and extensive review of the 
relevant literature it can be concluded that the failure to participate in the labour force for many 
from the ‘disadvantaged’ segments of the population is chiefly due to factors beyond the 
personal control of these individuals such as availability of suitable jobs, reasonable wages and 
health and financial disincentives. Globalisation in the past few decades has opened doors to 
cheaper migrant workers as well as cheaper products and the recent political upheavals in many 
countries have in many ways been linked to the ‘anger’ and sense of displacement felt by many 
among the working class sensing a growing disparity between the ‘haves and the have nots’.38 
 
The voices arguing against the marginalisation and victimisation of the poor for far too long by 
‘neoliberal’ political powers that be, is also growing stronger by day in Australia as well as in 
many parts of the world (Baum & Duvnjak, 2013; Grover & Soldatic, 2013; Harris, Owen, 
Fisher, & Gould, 2014; Mays, Marston, & Tomlinson, 2016; Spies-Butcher, 2014). It is in these 
contexts that many scholars, activists and academicians are championing the right to a decent 
                                                 
38 World Economic Forum: Part 1 - Global Risks 2017. Retrieved from http://reports.weforum.org/global-risks-
2017/part-1-global-risks-2017/  
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unconditional (non means-tested) basic income for every citizen of a nation (Mays, 2016; 
Petersen, 2014; Tod, 2008; Tomlinson, 2012; Van Parijs, 2004). It is beyond the scope of this 
thesis to set forth all the arguments for and against such a measure (see 39 for example) but 
suffice to conclude here by saying that Australia can potentially afford to introduce such a 
scheme through the general taxation revenue system (Mays, 2016). 
 
5.7.1 Disadvantaged, at every turn - the cycle of disability and 
poverty 
 
The cycle of poverty and disability refers to the way disability can often reinforce poverty, and 
vice versa, in that people experiencing poverty are more likely to become disabled and people 
who are disabled are more likely to be poor (WHO, 2011). In this program evaluation, there 
were 70, 32 and 26 persons, who reported incomes at baseline, 12 and 24 months post-injury, 
respectively. At baseline, about one-third (33%) at 12 months over half (56%) and at 24 months 
around a quarter (27%) of participants reported incomes below the minimal wage (less than 
$600/week). As for being below poverty lines, a cumulative total of 28 singles and 3 families 
(n=31) reported distressed income levels, in the 2-year period.  
 
In this evaluation’s cohort, these disadvantaged individuals were also likely to be younger with 
lower educational levels and belong to the low skilled occupational groups. Acknowledging the 
limitations of this evaluation; the relatively small sample size, around one-fifth lost to follow-
up and self-reported data, the overall ‘poor’ reported income levels (both below poverty and 
                                                 
39 Simon Copland (January 2017). What if the state provided everyone with a basic income? Retrieved from 
http://www.bbc.com/future/story/20170118-what-if-the-state-provided-everyone-with-a-basic-income 
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minimum wage levels) is still of great concern particularly given the inter connectedness of 
poverty and disability (Hughes, 2013, Hughes & Avoke, 2010; MacInnes, Tinson, Gaffney, 
Horgan, & Baumberg, 2014; Stapleton et al., 2006).  
 
Many researchers have highlighted the systemic problems plaguing the current Australian 
welfare system such as the income support system, that is said to be promoting ineffective work 
activation strategies unrelated to the actual job market40, being paternalistic and punitive in 
approach and generally holding a dismal view of welfare recipients (Lantz & Marston, 2012; 
Mays, 2015). From the perspectives of persons with disabilities (PWDs), the idea that ‘work is 
the best route out of poverty’ cannot apply to all disabled people and therefore reducing the aim 
of poverty reduction to simply improving access to employment may not be effective 
(MacInnes et al., 2014). This is more so in the current increasingly ‘precarious’, out-sourced, 
automated41 and constantly evolving job market, impacting especially on low-skilled workers 
(Frey & Osborne, 2013; Wilson & Ebert, 2013), as also corroborated by this evaluation’s 
findings. 
 
One of the key negative policy factors that has been consistently implicated in perpetuating 
‘poverty trap’ for PWDs is the financial and related disincentives to work (Hughes & Avoke, 
2010; Marnetoft, 2015; Stapleton et al., 2006). This policy of reduction or worse, complete 
cessation of financial and also health insurance benefits linked to increasing work or related 
incomes pushes individuals to stay off work or limit the hours worked, essentially remaining 
trapped with low incomes (Marini et al., 2008). This policy does not take into consideration the 
                                                 
40 Heath Aston (Feb 2016) Work for the dole has little effect finding work: review. Retrieved from 
http://www.smh.com.au/federal-politics/political-news/work-for-the-dole-has-little-effect-on-finding-work-review-
20160211-gmrpvw.html  
41 Business (March 2017) Robots to affect up to 30%of UK jobs, says PwC. Retrieved from  
http://www.bbc.com/news/business-39377353  
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precarious nature of the job market and also that PWDs incur extra costs for various issues such 
as transportation, equipment and ongoing health related costs (Noreau et al., 2014; Zaidi & 
Burchardt, 2005).  
 
One potential policy solution for the disadvantaged segments (low socio-economic status, low 
education level and low skilled occupation groups) is improving education and skill levels, 
which was highly promoted and encouraged in this intervention. However, the uptake rates 
were not encouraging. There were only 11 and 6 students respectively at 12 and 24 months post 
injury and only 3 out of the 11 became employed at 24 months. Of concern though is the 
growing evidence that many people with disabilities, particularly the young, are trapped42 in a 
‘revolving door’ of training and vocational preparation remote from any real job opportunities 
(Corrigan & McCracken, 2005). This is one reason why the IPS model eschews much pre-
vocational training (‘train and place’ model) in favour of job placement, training and follow 
along support (‘place and train’ model) (Mueser et al., 2016). 
 
There have been many other comprehensive proposed policy solutions for the problem of long 
term unemployment among vulnerable groups.43,44 One such promising solution for this 
‘disability conundrum’ (Bickenbach, 2014; Madden et al., 2011; Symeonidou, 2014) is the 
provision of unconditional basic income or citizen’s income irrespective of disability categories 
and this will be discussed under the policy implications section below. Abolishment of 
‘disability’ categories link to income support not only has the potential to reduce the 
                                                 
42 Iain Campbell. (October, 2015). Youth unemployment ‘crisis’ more about job quality. Retrieved from 
https://theconversation.com/youth-unemployment-crisis-more-about-job-quality-45231  
43 Dean, A. (2013), “Tackling Long-Term Unemployment Amongst Vulnerable Groups”, OECD Local Economic and 
Employment Development (LEED) Working Papers, 2013/11, OECD Publishing. 
44 Fowkes, Lisa (2011), Long-term unemployment in Australia, Australian Policy Online, 26 October. 
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administrative burden of ascertaining ‘work ability’ but also the potential to remove stigma 
(Mays, 2016).  
 
5.8 Implications for SCI healthcare practitioners 
 
Vocation tends to not feature prominently in the medical and rehabilitation continuum of care 
for individuals with SCI, from the acute emergency setting to the rehabilitation wards. It is also 
worth noting that the rehabilitation inpatient stay in Australia can be a relatively lengthy period 
for individuals with SCI. In the recently released 2016 Annual Report on the state of 
Rehabilitation (Inpatient) by the Australian Rehabilitation Outcomes Centre, the average length 
of stay for individuals with spinal cord dysfunction was 80.4 days.45  
 
Postponing vocational decision-making until the patient is discharged into the community or 
seemingly has ‘adjusted’ to the injury (a poorly defined construct) not only risks loss of any 
pre-injury vocation, but also future vocation. This is given the current poor employment 
outcome (Young & Murphy, 2009), which may possibly be related to non-integrated VR service 
provision by generic providers in the community (Buys et al., 2014; King et al., 2004). 
Additionally, the time lapse may result in the individual losing motivation in pursuing work 
with atrophy of skills, making future return to work in an increasingly precarious job market 
even more challenging (Wilson & Ebert, 2013).  
 
Based on the quantitative and qualitative findings of this evaluation research, VR service 
provision is appropriate, useful and timely in the context of the SCI rehabilitation ward setting 
                                                 
45 Annual Report: State of Rehabilitation (Inpatient). Australian Rehabilitation Outcomes Centres Report. 
Retrieved from https://ahsri.uow.edu.au/aroc/reports/index.html last accessed 27 March 2017 
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within a multi-disciplinary team context. It may not be appropriate or even necessary to 
commence such services in the ICU or acute medical settings, given that such admissions are 
relatively short and the consensus among the interviewed program participants seem to favour 
an approach in the rehabilitation ward setting. Also given the extra costs and resources involved 
in having an additional vocationally focussed staff member, it seems appropriate to allocate 
such services to the rehabilitation ward setting. For those who are discharged to the community 
without a rehabilitation stay (which is uncommon in Australia), the services could be initiated 
by an existing team member such as an occupational therapist, if needed.  
 
A related question is whether a specialised vocationally-focussed team member is needed 
within the context of the multidisciplinary inpatient SCI rehabilitation team that includes an 
existing range of team members, such as occupational therapists, social workers, psychologists 
and recreational therapists. The consensus from those interviewed in this research suggests that 
the specialised role is necessary given the role differentiation and additional skill-set, 
particularly the knowledge of the range of available government and non-governmental support 
schemes and services, also in supporting linkages and continuity of care, post-discharge. 
Interestingly, the interviewed service providers/vocational coordinators identified the need for 
additional training and skill in various forms of counselling, such as trauma, disability and 
career guidance and motivational interviewing. 
 
The question of when exactly to commence VR for a newly injured individual will need to be 
a measured team decision, taking many factors into consideration such as medical and 
psychological stability, patients’ readiness, preferences and the availability of suitable 
occupations to return to. In this evaluation, those who eventually returned to work had 
vocational services that commenced a little earlier, on average about 73 days post injury (SD 
191 
 
63) as compared with those who did not return to work, average of 90 days (SD 110), but this 
difference was not significant. Also, the services seem most beneficial to those who were 
employed pre-injury in the professional and managerial type of occupations. The early 
commencement of services can provide opportunity for trialling of equipment, assistive 
technology and workplace modifications, if necessary. It also importantly provides ‘hope’ 
(future orientation) and intensive support, which are salient in the early SCI context and offers 
the possibility of incorporating return to work goals in the rehabilitation interventions.      
 
The theme of ‘hope’ was prominent and kept recurring in the perspectives of the patients, as 
well as healthcare providers interviewed regarding the early intervention. This is consistent 
with the growing body of literature in this area highlighting the importance of providing, 
supporting and promoting hope, particularly early after injury (Dorsett, 2010; Lohne, 2009; 
Lohne & Severinsson, 2004; Van Lit & Kayes, 2014). Patients/participants in particular 
cherished the idea of being able to be assisted back to their (working) life before injury and it’s 
worth highlighting here that providing hope and identifying pathways to increase hope such as 
through realistic, relevant and achievable goals remain paramount (Coduti & Schoen, 2014; 
Phillips, Smedema, Fleming, Sung, & Allen, 2015).  
 
It has been reported that spinal cord injury units may not adequately equip the recovering person 
with SCI for life in the real world by remaining focussed on recovery of physical function and 
independence for discharge, thus potentially reducing availability for other forms of community 
reintegration, such as work (Nunnerley et al., 2013). It is important to note that in this early 
intervention, the rehabilitation team did not wait for the patients to be fully independent in basic 
ADLs before commencing VR service, on the contrary the services were provided concurrently, 
and this also allowed vocational goals to inform other therapy goals, such as physiotherapy and 
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occupational therapy. This was rather aptly captured in a euphemism by one of the vocational 
coordinators, who had previously worked as an occupational therapist “...rather than a wooden 
board with pegs on it...” in elucidating the benefits of relevant (vocational) goals informing and 
directing therapy activities.  
 
In this program evaluation, there were instances where both the vocational service provider and 
the inpatient voiced uncertainty about prognostic issues that could impact on future decisions 
however, these could be discussed in the inter-disciplinary meetings to reach a team consensus, 
which was agreed to be very helpful. Additionally, the current evidence seems to favour early 
disclosure of prognosis in a respectful and hopeful manner (which is also the practice in other 
fields such as oncology). This adoption of timely disclosure will be supportive of early decision-
making such as return to vocational or educational activities and inform goal setting in 
rehabilitation.  
 
Early VR service provision is recommended by the British Society of Rehabilitation Medicine 
as well as by the Australasian Faculty of Occupational and Environmental Medicine (AFOEM) 
of The Royal Australasian College of Physicians (RACP). Overall, the evaluation results 
presented in this thesis support that early VR services are appropriate, timely and useful and 
can be smoothly integrated within the multi-disciplinary SCI rehabilitation team context, with 
the interdisciplinary team meeting being a crucial nucleus for decision-making, support of 
program integration and implementation.    
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5.9 Implications for individuals with SCI and caregivers 
 
Spinal cord injury is a devastating life altering event that may result in a myriad of reactions 
and emotions, not just for the affected person, but also for important significant others. The 
journey of recovery and rehabilitation is experienced differently according to one’s specific 
injury circumstances, as well as associated complications. Personality, coping style, life 
experiences as well as support from family and friends play a crucial role in the recovery 
process. Hope (in all its diversity of meanings) has consistently been ranked and rated as 
important for recovery. Remaining optimistic for future discovery of curative therapies, while 
at the same time making the best of currently available medical and rehabilitative care remains 
paramount. 
 
Work forms a very important part of an adult’s life. It provides identity, meaning and a sense 
of purpose, achievement and opportunity for service, as well as social support and connections. 
An injury like SCI need not disrupt one’s career, especially given the advancements in assistive 
and rehabilitation technology enabling access and equal opportunity. The decision to return to 
work after SCI need not wait until complete resolution of all medical symptoms and related 
situations, as work itself can be therapeutic, promoting recovery, not just physically but also 
mentally. The adjustment to disability or any chronic health condition is an evolving, life-long 
process and work can be supportive of this process, especially for those who derive a strong 
sense of meaning, purpose and enjoyment from their occupation.   
 
The inpatient phase of rehabilitation care provides an ideal opportunity to begin pre/vocational 
conversations and plan a (graduated) return to work, study or training. The availability of 
support and services from a range of professionals, particularly a vocational coordinator, but 
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also others such as psychologist, social worker and medical specialists, all working together as 
part of a team, can best facilitate the decision-making process. The experiences of others with 
spinal cord injury suggest that considering return to work early after injury is not only feasible 
but also promotes hope and recovery. Work related goals can also form part of rehabilitation 
therapy goals and one can continue both activities even after discharge from the inpatient 
rehabilitation settings: for example, by initially working part time (1 to 2 days/week). 
 
There will be those individuals, who due to various personal and other circumstances may not 
prefer a return to any previous or new occupation but may potentially use the time and 
opportunity to consider other options including volunteering, community service, sports and 
recreational activities. Most importantly, the decision must be meaningful and significant to the 
person involved with the rehabilitation team, as well as the wider supports available in the 
community, being there to assist and support decision making, planning, and goal setting and 
working towards achieving important personal goals.   
 
5.10 Implications for project funder: NSW icare lifetime 
care 
 
The key question needing to be answered or informed by this evaluation is should vocational 
rehabilitation services be provided early after spinal cord injury in the hospital settings by 
vocational coordinators. Based on the overall findings, the incorporation of specialist 
vocational services, especially in the rehabilitation ward setting, can be recommended giving 
careful attention to patient selection, focus on counselling and also expanding the services 
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beyond the focus on vocational and/or educational goals only to all forms of social participation 
to ultimately enhance the sense of well-being.   
 
The employment outcomes reported in this study are associated with among the highest 
reported early (12 to 24 months post injury) employment rates to date. The services were well 
received and much appreciated by not only the inpatients, but also the other SCI rehabilitation 
multidisciplinary team members. Importantly,  early vocational intervention promoted ‘hope’ 
at a critical juncture in an injured person’s journey and provided much needed guidance, 
assistance and support, not only in the paths back to pre-injury employment but also new 
vocational pathways. The quotations below by an injured person, as well as a service provider, 
seem to both echo a similar sentiment regarding the importance of such services for increasing 
return to work rates. 
 
“It [the program] definitely gave me a nudge in the right direction.  I probably wouldn’t have 
done it off my own back, not, not straight away anyway, so it was good to sort of just jump 
straight back into it.” (Program participant) 
 
“...so if the person was left to their own devices, it just would not happen...., I doubt that they 
would have the confidence or persistence sufficiently to actually proceed [to return to work]” 
(Vocational coordinator)  
 
The overall cost benefits from an early intervention program such as this could be related to 
potential reduction in healthcare utilisation as well as other (less tangible) benefits, such as 
improved quality of life, for the affected person, family and by extension the society at large. 
Whilst there is no supporting evidence to date, it is believed that avoiding the mental health 
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consequences of unemployment for individuals with SCI will in the long term reduce healthcare 
utilisation costs, as has been shown in the crude cost benefit analysis (Table 8 and following 
descriptions in the results section). In that a small reduction (5 to15%) of healthcare utilisation 
costs over 2-year period can potentially cover the program costs.  
 
Therefore, the continued funding of similar programs will be beneficial, particularly if long 
term (more than 2 years post-injury) cost-effectiveness analysis as well as analysis of specific 
program components (or combinations) that are efficacious, can be identified in the future. 
Additionally, vocational status should be captured as part of the routine monitoring and review 
of injured participants and this can be done through inclusion of standard employment questions 
such as those used by the Australian Bureau of Statistics, including hours worked, wages earned 
and type of occupations.         
 
5.11 Future research 
 
There is clearly a need for a larger sample size and longer follow-up to establish effectiveness 
or lack thereof of early intervention, particularly for different subgroups, perhaps by varying 
the intensity and type of service provision to suit the actual needs of different groups across the 
continuum of care. Related is also the need to establish the long-term cost effectiveness of such 
interventions from a societal/social perspective (Brent, 2014; Gray & Wilkinson, 2016; 
Salkever, 2013). The need for theories to inform and underpin rehabilitation interventions has 
also been strongly recommended and future research in this area will do well to pay closer 
attention to this much neglected aspect of identifying effective rehabilitation interventions 
(Hawe et al., 2009; Pawson, 2003; Reinhardt, 2011; Whyte, 2014; Whyte et al., 2014).  
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With the recent publication of a process evaluation guideline (Moore et al., 2015a; Moore et 
al., 2015b) as well as the significant growth in the mixed methodologies literature (Creswell, 
2013; Creswell & Clark, 2007), program evaluation methodology can be much improved, 
within the constraints of time, cost and resources. Also, longitudinal follow-up studies would 
aid our understanding of the long term impact and sustainability of early interventions and it 
would be ideal to collect a consistent minimum data set about employment for people with SCI 
to build a baseline and develop opportunities for collaborative research, especially given the 
small numbers of SCI cases occurring in Australia each year. 
 
5.12 Conclusion 
 
Overall, it must also be acknowledged, that given the overall in-patient population with SCI, 
the participation rate in the early VR program is modest (51%). Additionally, the duration and 
intensity of services (average about 1 hour per week per participant for 14 weeks) were also not 
intense, likely due to many other competing interests in the in-patient context. The vocational 
outcomes of this selected cohort (though much better than rates achieved previously in NSW, 
Australia) is still not overly impressive (55% with paid employment at 2 years out of 51% who 
participated) given the costs and use of resources. However, it is likely to be beneficial (from 
many stakeholders’ perspectives) if overall participation (beyond paid employment to include 
activities such as leisure and voluntary work) is taken as the desired outcome of intervention 
for future evaluations.   
 
Vocational rehabilitation provided early after spinal cord injury in the hospital settings by 
vocational coordinators was well received by key stakeholders and appears appropriate for 
implementation. There is a need though to fine tune the service by identifying key components 
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or ingredients that are most effective, different return to work pathways and target subgroups 
that will best benefit from the service. The services did not make much of an impact on those 
traditionally difficult to place in employment and therefore other initiatives such as policy 
changes are needed to see any reform.  
 
Vocational coordinators, especially those with various counselling skills in areas such as career 
guidance and motivational interviewing, are well placed to deliver these services within a multi-
disciplinary inpatient spinal cord injury rehabilitation setting. Overall, therefore, it can be 
concluded that an early integrated VR service provision beginning as soon as possible in the 
inpatient setting and perhaps followed by a VR service model emphasizing job placement and 
support, such as the successful Individual Placement and Support model are most likely to result 
in the best employment outcomes for individuals with SCI, and by extension, potentially any 
individual with severe injuries requiring lengthy hospitalisations. The cost benefits of providing 
such services would need to be identified, however, taking a societal/social perspective in the 
longer term.    
 
In conclusion, overall early vocational intervention appears appropriate for newly injured 
individuals with SCI, the services can be integrated and provided by vocational coordinators 
working within an inpatient multi-disciplinary SCI rehabilitation setting with enhanced 
counselling skills and is likely to improve paid employment outcomes in the longer term (2 
years and beyond). The paid employment rates are modest overall given low participation rate, 
and perhaps future goals for intervention ought to include all manners of participation, both 
paid and unpaid, such as voluntary work. 
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Presentation Details 
 
Presentation Title (up to 10 Words): 
"A new system for better employment and social outcomes: a policy 
response to the Australian welfare review reference group." 
 
Keywords: (up to 5 to assist organisers in streaming papers): 
 
Disability, employment, social welfare, health policy  
 
Research Details (250 word limit) 
 
Introduction/Background: 
 
Disability is a much contested construct, the meaning/definition of which is evolving. The UN 
Convention on the Rights of Persons with Disabilities, the WHO International Classification of 
Functioning, Disability and Health (ICF) and the Australian Disability Discrimination Act, all 
take a broad inclusive view of disability. The identification and stratification of ‘disability’ 
based on ability to work for purposes of disability support pension (DSP), disregarding 
contextual, personal and environmental factors is potentially problematic. 
 
 
Research Question: 
 
How can the current welfare system, particularly the disability support pension be reformed to 
remove work disincentives and support the needs and aspirations of individuals with 
disabilities? 
 
Methodology: 
 
A critical review of literature (of broad representation, beyond healthcare) as well as policy 
documents. 
 
Findings: 
 
The current eligibility criteria for DSP with a focus on ability to work disregarding contextual 
factors are potentially problematic and discriminatory. On the other hand, it is noteworthy that 
successive Australian governments have not been able to significantly reduce the number of 
pensioners despite tightening eligibility and encourage recipients back into the labour force.  
 
Policy Implications:  
 
Assessment of disability based on ability to work and impairments is flawed, with self reported 
measures being problematic in situations where financial payments or service availability are 
at stake. The needs and aspirations of individuals living with various types of disabilities could 
be addressed by the National Disability Insurance Scheme using ICF based tools. A potential 
solution considering implications of implementing any of the above to the budget and labour 
force participation is coupling the working age payment to the age pension or provision of basic 
income. 
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APPENDIX E – Evaluation Questionnaires 
 
Evaluation of In-Voc 
(Early Access to Vocational Rehabilitation Services Pilot Program) 
Completed by Research Staff after participant consent & accuracy check 
 
PARTICIPANT BACKGROUND INFORMATION 
BASELINE INTERVIEW 
 
1. Demographic Information 
 
1.1 Date of birth:    ______/______/______ Age in years- 
     Day Month Year 
 
1.2. Sex:      Male  
      Female   
 
1.3. Indigenous status:    Aboriginal; not TSI origin (Indigenous) 
      TSI; not Aboriginal origin (Indigenous) 
      Both Aboriginal and TSI origin (Indigenous) 
      Not Indigenous 
      Undetermined 
 
1.4. Country of birth   
  
 1.4a. First language :   
1.4b. Language spoken at home:  English   
      Other. Please specify ___________________ 
 
1.5. Pre-injury marital status:    Never married 
      Widowed 
      Divorced/separated 
      Married/de facto  
 
1.6. Dependents     Yes 
      No 
 1.6a. If ‘Yes’- 
       Please give number & relationship  
 
1.7. Do you hold private health insurance?  Yes 
      No 
 
 
1.8 Are you a Lifetime Care & Support Scheme participant?   Yes 
        No 
        Not sure 
 
1.9 Residential postcode    
 
1.10. Pre-injury living setting:     Private home 
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      Hostel 
      Boarding house 
      Group home 
      Nursing home 
      Acute hospital 
      Rehabilitation facility 
      Other    Specify _________________________ 
 
 
 
 
 
 
1.10a. If living setting was “Private Home’ - 
.     Did you share?:    No, lived alone 
      Yes, parent’s household 
      Yes, own & spouse’s household  
      Yes, with other family/relatives 
      Yes, with friends 
      Attendant 
      Other    Specify _________________________ 
 
 
1.11. Pre-injury highest education level completed:  No formal education 
       Primary school 
       High school – year 10    
       High school – year 12    
       TAFE/University/College – commenced but not complete 
       Graduated from TAFE/University/College 
       Post graduate qualification or certificate 
 
 
2. Vocational Information 
2.1. At the time of injury, what was your occupational situation?:      
       Employed full time (ie paid work more than 16 hours p/w) 
       Employed part time (ie paid work 1 to 16 hours p/w) 
       Doing voluntary work 
       Sheltered employment (ie non- competitive) 
       Occupied in domestic duties 
       Student or in training 
       Unemployed, in rehabilitation program 
       Unemployed, looking for work 
       Unemployed, not looking for work 
       Retired 
      
 
 
2.1a. At the time of injury, what was your main occupation type (for employed and unemployed people): 
    
Occupation type:   Manager  
      Professional 
      Technicians & Trades Worker 
      Community & Personal Service Worker 
      Clerical and administrative Worker 
      Sales Worker 
      Machinery Operators & Driver 
      Labourer 
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How long have you worked at your main occupation?  
(please give time in years or months or state not applicable if not employed) 
 
2.1b. How did you receive your income  from this occupation?  
     Salaried employee (Size of employer: small – medium - large ) 
     Self-employed 
 
 
2.1c. Types of duties at this occupation 
 
 
 
 
2.1d Estimated pre-injury household income per week  ≤ $400    
  (NB optional item)      $400-$600    
        $600-$800    
        $800-$1000  
       $1000-$1200  
        $1200-$1400    
        $1400-$1600    
        $1600-$1800  
        ≥ $2000 
 
2.1e Source of income since injury: 
 
2.2. Challenges around return to work:   
(attach separate page of notes if necessary) 
 
 
 
      
 
 
3. Accident/Incident Details 
 
3.1. Date of injury: ______/______/______ 
  Day Month Year 
 
 
[Note to Administrator: Checkboxes below may be used, and/or include as much narrative information as 
possible to describe cause of injury, activity at time of injury, place of injury, as appropriate] 
 
3.2. Cause of injury:  external force resulting from   Motor vehicle related accident 
       Fall  
       Struck by object. Specify  
       Impact of machinery or other mechanical device eg firearm. 
       Specify 
       Other. Specify  
 
3.3 Activity at time of injury:    Transport 
      Sporting or leisure activity 
      Working for an income 
      Other type of work (includes housework) 
      Educational activity 
      Other. Specify 
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4. Details of Spinal Injury 
 
4.0. Date of injury: 
      
4.1. Fracture(s)     Yes 
      No 
 
4.2. Intra-abdominal injury    Yes 
      No 
 
4.3. Other (specify) _____________________________________ 
 
 
 
 
 
4.4 Level of Spinal Cord Injury    Date/s assessed: 
 
 
        
4.5. ASIA Impairment Category   Date/s assessed: 
 
 
4.6. Compensation status    Compensable      
      Non- Compensable 
      Not Determined    
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5. Functional Independence Measure  (Date assessed:                         ) 
 
 
Comments: 
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Notes: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Form Completed:   ______/______/______ by (initials)____________________________________ 
    Day Month Year 
 
Data Entered on Database:  ______/______/______ by (initials)____________________________________ 
    Day Month Year 
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Evaluation of In-Voc 
(Early Access to Vocational Rehabilitation Services Pilot Program) 
 
  
Date of injury: (dd/mm/yyyy)     
 
 
1. Demographic Information 
 
1.1 Date of birth:   ______/______/______  
     Day Month Year 
 
1.2 Current Marital status:   Never married 
      Widowed 
      Divorced 
      Separated 
      Married/De facto  
 
1.4 Dependents    Yes 
      No 
 1.4a. If ‘Yes’- 
        
Please give number & relationship  
 
 
1.5 Residential postcode    
 
                 
1.6. Living setting:  Private home 
 Hostel 
 Boarding house 
 Group home 
 
 Nursing home 
 Acute hospital 
 Rehabilitation facility 
 Other (please specify) 
_________________________ 
 
    
*1.6a. If living setting 
is at ‘Home’ -                                               
Do you live:  
 Alone 
 Parent’s household 
(family/relatives) 
 Own & spouse’s 
household 
(family/relatives) 
 
 Other family/relatives 
 Friends 
 Attendant/Other (please 
specify)  
_______________________ 
  
1.7. Education undertaken since injury:  Yes 
       No 
 
      
 1.7a If “Yes” please give details  
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2. Vocational Information 
*2.1. Current employment 
status: 
 Employed Part time  
    (number hrs / week =   ) 
 Doing voluntary work 
 Sheltered employment  
    (ie, non-competitive) 
 Occupied in domestic 
duties 
 Student or in training 
 
 Employed Full time  
 Unemployed, in 
rehabilitation program 
 Unemployed, looking for 
work 
 Unemployed, not looking for 
work 
 Retired 
 Other (please specify) 
_________________________ 
   
 
2.1a. Your main 
Occupation Type: 
(if employed, volunteer, 
or interested in being 
employed): 
  
 Manager  
 Professional 
 Technicians & Trades 
Worker 
 Community & 
Personal Service Worker 
 
 Clerical/ Administrative 
Worker 
 Sales Worker 
 Machinery Operators & 
Driver 
 Labourer 
 
  
       
2.1b. How long have you been working at your main occupation  
 
 
 
2.1c. Types of duties: 
     
     
  
 
           2.1d. Is this your preferred occupation?   Yes 
                  No 
 
2.1e. Income mode:  Salaried employee (Size of employer: eg small medium 
or large company ) 
           Self-employed 
     
 
*2.1f.  Estimated household 
income per week  
            (NB optional item)  
 ≤ $400  
 $400-$600 
 $600-$800
  
 $800-$1000 
 $1000-$1200  
 
 $1200-$1400 
   
 $1400-$1600 
   
 $1600-$1800  
 ≥ $2000 
 
      
               2.2. Challenges around return to work:   
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Form Completed:   ______/______/______ by 
____________________________________ 
     Day Month Year 
 
280 
 
Data Entered on Database:  ______/______/______ by 
____________________________________ 
    Day Month Year 
 
 
APPENDIX F – Welfare Review 2014 Submission 
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APPENDIX G  - Early Intervention Program 
Tender Request by icare lifetime care 
 
 
288 
 
 
  
289 
 
 
  
290 
 
 
  
291 
 
APPENDIX H  - Early Intervention Program Brochures  
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